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To GovernoRaunerand Manbers of the General Assembly:

In 1993, thregyear old Joseph Wallace was murdered. The Department had recently returned the child to

the care of his mother. In response to his death, the Office of the Inspector General for DCFS was created.
The Office vas charged with examining not only whether individual workers had comifataerrors,

but also whether there were organizational flaws that contributed to poor deuakong. In addition, in
consideration of the best interests of children, weneeded ensur e t hat horrors suc
not result in unfairly | imiting Smndei2d0@ theQffideshasr et ur n
conducted 1,776 investigatory reviews of records of deaths and serious injury of childrenreviedt ives

in the care of the Department at the time of their death, or were, like Joseph, involved with DCFS within

the 12 months before their death. The Office conducted 231 full investigations of these deaths.

Throughout the years, the Office has alsnducted specialized-aepth death investigations, such as

homicides of children whose young parent was under the care of the Department.

This yearés annual report contains an investigati
care of theDepartment, were victims of street homicides. (SeeetHomicide Report, page5.) All

except one lived in Cook County. Many were cared for by relatives who helped raise the youth when their
parents could not or did not. Many of the children struggtettiemically andere reading at two levels

bel ow expectation as early as the second or third
must be provided so children can be offered protection from gunfire on their way to and from school.

These fgh poverty communities largely lack opportunities for children to succeed. Public health and
delinquency research show the likelihood that these vulnerable children will become disconnected from

the larger society.

The I nspector Gdourathat bud child welfaresystem doas nbt pravide sufficient
supports to combat the lure of drugs and gangs to avoid disengagement from our educational institutions.
Neither does the Department provide safe transportation for its children to pariitipedsocial and
recreational programs. Currently, the Departmeniriés carel69grammar school children who live in

the Austin, Lawndale, Englewood, and Garfield communities of Chicago. The cost of providing these
essential supportive services twar grammar school children pales in comparison to the cost of an almost
inevitable path to gangs and guns and drugs.

Our Homicide Report called on the Department to provide the necessary support for our children in state

care who live in areas of highpaee r t y. The Departmentoés concluding r
that the Office of the I nspector General acted be
recommendi ng sweeping policy changensisanddMaysasi sagr e

been one of the fundamental purposes of this Office, and is squarely within our statutory investigative
authority.

The Department has a fiduciary duty to provide for the-imeilhg of its vulnerable youngsters and to
foster their patntial. There are practices and resources that are already proven through exvidedce
studies to make a difference in childrends I|ives.



to provide such proven interventions. These vulnerable youes) lin danger of disconnection from
society, cannot be put on hold. The risk and costs are too high.

Twenty three years have passed since Josephds dea
data on the death of children who are in the catkeoDepartment or whose family had involvement with

the Department within 12 months before the chil do
investigations for a retrospective view of DCFS involved children who were victims of homicides whil

in the home of their biological parent, in foster care, or in residential care. Critical review helps us to
determine individual and potential root causes and whether there is a need to change or enhance policies

and practices related to child protectamd child welfare. (See padé5)

In the same spirit we are including a substantive overview of organizational failures and harms. It is
important to maintain an institutional memory of roads to harm, if we are not to repeat institutional errors
that harmed lllinois children and their families. (See [2Qf)

On behalf of myself and our staff, | thank you for giving us the opportunity to contribute to the safety and
well-being of our children and their families.

Respectfully,
Om 7?%

Denise Kane, Ph.D.
Inspector General
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| NTRODUCTION

The Office of the Inspector General of the
Department of Children and Family Services
was created by unanimous vote of the lllinois
Geneal Assembly in June 1993 to reform and
strengthen the child welfare system. The
mandate of the Office of the Inspector General
is to investigate misconduct, misfeasance,
malfeasance, and violations of rules, procedures,
or laws by Department of Childreand Family
Services (DCFS) employees, foster parents,
service providers and contractors with the
Department. See20 ILCS 505/35.5 35.7. To
that end, this Officeonductsnvestigationsand
makes recommendation® protect children,
uncover wrongdoing,improve practice, and
increase professionalism within the Department.

INVESTIGATION CATEGORIES
Death and Serious Injury Investigations

The Office of the Inspector General investigates
deaths and serious injuries of lllinois children
whose families wereinvolved in the child
welfare system within the preceding 12 months.
The Inspector General is an officiomember of

the Child Death Review Team Executive
Council. The Inspector General receives
notification from the lllinois State Central
Register (S®) of all child deaths and serious
physical injuries where the child was a youth in
care, the family is the subject of an open
investigation or service case, or the family was
the subject of a previous investigation or closed
case within the preceding 12omths. The
notification of a child death or serious injury
generates a preliminary investigation in which
the death report and other reports are reviewed
and computer databases are searched. When
further investigation is warranted, records are
impounded, subpoenaed or requested and a
review is completed. When necessary, a full
investigation, including interviews, is conducted.
The I nspector
maintains a database of child death statistics and
critical information related to dld deaths in

General 6

lllinois.  The following chart summarizes the
death cases reviewed in FY 2016:

FY 16 CHILD DEATH CASESREVIEWED

CHILD DEATHS IN FY 16 MEETING THE 100
CRITERIA FOR REVIEW

INVESTIGATORY REVIEW S OF RECORDS 90
FULL INVESTIGATIONS 10

Sunmaries of death investigations, with a full
investigative report submitted to the Director,
are included in the Investigations Section of this
Report on pag€. Summary of all child deaths
reviewed by the Office of the Inspector General
in FY 16 can bedund on pag&3 of this report.

General Investigations

The Office of the Inspector General responds to
and investigates complaints filed by the state and
local judiciary, Department employees, foster
parents, biological parents and the general

public. Investigations yield both caspecific
recommendations, including disciplinary
recommendations, and recommendations for

systemic changes within the child welfare
system. The I nspector
compliance with all recommendations.

Child Welfare Employee Licensure
Investigations

In 2000, the General Assembly mandated that

the Department of Children and Family Services

institute a system for licensing direct service
child welfare employees. The Child Welfare
Employee License (CWEL) pertsi centralized

monitoring of all persons providing direct child

welfare services, whether they are employed
with the Department or a private agencyheT
gmplo&sgefli(ferési‘%gg sysfen eieléspto m th%fn
accountability, ‘integrity and

entrusted wh the care of vulnerable children
and families.

onesty of those

INTRODUCTION
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A child welfare employee license is required for
both Department and private agency
investigative, child welfare and licensing
workers and supervisors. The Department,
through the Office of Employee Llénsure,
administers and issues Child Welfare Employee
Licenses.

A committee composed of representatives of the
Office of the Inspector General, the Child
Welfare Employee Licensure Board and the
Depart ment 6s Of fice of
screens referralfor CWEL Investigations. The
committee reviews complaints to determine
whether the allegations meet one or more
grounds for licensure action as defined in
Department Rule 412.50 (89 Ill. Adm. Code
412.50). The Inspector General investigates and
prosecute CWEL complaints and hearings.

When a CWEL Investigation is completed, the
Office of the Inspector General, as the
Department 6s represen
whether the findings of the investigation support
possible licensure action. Allegations that Idou
support licensure action include conviction for
specified criminal acts, indicated findings of
child abuse or neglect, egregious acts that
demonstrate incompetence or a pattern of
deviation from a minimum standard of child
welfare practice. DepartmeRule 412.50 (89

lll. Adm. Code 412.50) specifies the grounds for
licensure action. When licensure action is
appropriate, the licensee is provided an
opportunity for a hearing. An Administrative
Law Judge presides over the hearing and reports
findings and recommendations to the Child
Welfare Employee Licensure Board. The CWEL
Board makes the final decision regarding
licensure action.

In FY 2016, 22 cases were referred to the
Inspector General for Child Welfare Employee
License investigations. In additipthe Inspector
General 6s Office
assistance to the Office of Employee Licensure
in 18 evaluations of CWEL applicants.

FY 2016 CWEL INVESTIGATION
DISPOSITIONS

CASES OPENED FOR FULL 22

INVESTIGATION
CLOSED)NO CHARGES

CHARGES WITHDRAWN
REVOCATION

REVOCATION PENDING BOARD
LICENSES RELINQUISHID

PENDING ADMINISTRATIVE HEARING
MONITORING ONLY

NDNBSDMEDNDN

Resolution of Prior Investigations

CASES PRIOR TOFY 16 14

CLOSED NO CHARGES
LICENSES FELINQUISHED
REVOCATION

PENDING FINAL DECISON

1

2

2

5
| PENDING ADMIN. LAW JUDGE DECISION 4
Criminal Background Investigations and Law
Enforcement Liaison
The Il nspector General 6s
technical assistance to the Department and
private agenci in performing and assessing
criminal history checks. In FY 16, the Inspector
General 6s Office opened
criminal background information from the Law
Enforcement Agencies Data System (LEADS).
Each case may involve multiple law
enforcenent database searches and may involve
requests on multiple persons. For the 2,909
cases opened in FY 16, t
Office conducted 10,013 searches for criminal
background information.

2,

he

In addition, in the course of an investigation, if
evidence indicates that a criminal act may have
been committed, the Inspector General may

provi dgoty thealésaStae Police,Madd tHe ©ffice bfi ¢ a |

the Inspector General may investigate the
alleged act for administrative action only.

The Office of the InspectdGeneral assists law
enforcement agencies with gathering necessary
documents. If law enforcement elects to

2 INTRODUCTION



investigate and requests that the administrative
investigation be put on hold, the Office of the

Inspector General will retain the case on monitor
status. If law enforcement declines to prosecute,
the Inspector General will determine whether
further investigation or administrative action is

appropriate.

INVESTIGATIVE PROCESS

The Oof fice of t he
investigative process begins withRequest for
Investigation or notification by the State Central
Register of a chil dos
referral for a Child Welfare Employee License
investigation. Investigations may also be
initiated when the Inspector General learns of a
pendng criminal or child abuse investigation
against a child welfare employee.

In FY 2016, the Office of the Inspector General
received 3,317 Requests for Investigation or
technical assistanceRequests for Investigation
and notices of deaths or seriousjury are
screened to determine whether the facts suggest
possible misconduct by a foster parent,
Department employee, or private agency
employee, or whether it suggests a need for
systemic change. If an allegation is accepted for
investigation, the Insget o r
review records and interview relevant witnesses.
The Inspector General reports to the Director of
the Department and to the Governor with
recommendations for discipline, systemic
change, or sanctions against private agencies.
The Office of the Inspector General monitors the
implementation of accepted recommendations.

The Office of the Inspector General may work
directly with a private agency and its board of
directors to ensure implementation when
recommendations pertain tgsevate agency. In
rare circumstances, when the allegations are
serious enough to present a risk to children, the
Il nspector Gener al ma y
intake for new cases be put on temporary hold,

This includes requests for investigation, notice of
child deaths and serious injuries, notification of
arrests or pending abuse investigations, and requests
for technical assistance and information.

deat h

or that an employee be placed on desk duty
perding the outcome of the investigation.

The Office of the Inspector General is mandated
by statute to be separate from the Department.
Inspector General files are not accessible to the
Department. The investigations, investigative
reports and recommendats are prepared

without editorial input from either the

Department or any private agency. Once a

| Reppreis doropteted, Be InspactarlGéreral will

consider comments received and the Report may
be revised accordingly.

or serious
If a complaint is not appropriate fofull
investigation by the Office of the Inspector
General, the Inspector General may refer the
complaint to law enforcement (if criminal acts
appear to have been committed), to the
Department 6s Advocacy
Families, or to other stateegulatory agencies,
such as the Department of Financial and
Professional Regulation.

Administrative Rules
Rules of the Office of the Inspector General are

published in the lllinois Register at 89 III.
Admin. Code 430. The Rules govern intake and

Gener al 0 sinvdtigdtions ef camplaihts from the general

public, child deaths or serious injuries and
allegations of misconduct. Rules pertaining to
employee licensure action are found at 89 IIl.
Admin. Code 412.

Confidentiality

A complainant to the Office of the Insger
General, or anyone providing information, may
request that their identity be kept confidential.
To protect the confidentiality of the
complainant, the Inspector General will attempt
to procure evidence through other means,
whenever possible. At theame time, an

information to enable that employee to present a
defense. The Inspector General and the

Department are mandated to ensure that no one

will be retaliated against for making a good faith
complaint or poviding information in good faith
to the Inspector General.

INTRODUCTION
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Reports issued by the Office of the Inspector
General contain information that is confidential
pursuant to both state and federal law. As such,
Inspector General Reports are not subjedhe
Freedom of Information Act. Annually, the
Office of the Inspector General prepares several
reports deleting confidential information for use
as teaching tools for private agency and
Department employees.

Impounding

The Office of the Inspector éheral is charged
with investigating misconduct "in a manner
designed to ensure the preservation of evidence
for possible use in a criminal prosecution.” 20
ILCS 505/35.5(b). In order to conduct thorough
investigations, while at the same time ensuring
the integrity of records, investigators may
impound files. Impounding involves the
immediate securing and retrieval of original
records. When files are impounded, a receipt
for impounded files is left with the office or
agency from which the files are retved.
Critical information necessary for ongoing
service provision may be copied during the

impound in the presence of the Inspector
General investigator. Impounded files are
returned as soon as practicable. However, in

death investigations, the Offias the Inspector
General forwards original files to the
Department 6s Office of
that the Department maintains a central file.

REPORTS

Inspector General Reports are submitted to the
Director of DCFS. Specific reports are also
shaed with the Governor. An Inspector General
Report contains a summary of the complaint, a
historical perspective on the case, including a
case history, and detailed information about
prior DCFS or private agency contact(s) with the
family. Reports also tlude an analysis of the
findings, along with recommendations.

The Office of the Inspector General uses some
reports as training tools to provide a venue for
ethical discussion on individual and systemic
problems in child welfare practice. The reports

are redacted to ensure confidentiality and then
distributed to the Department or private agencies
as a resource for child welfare professionals.
Redacted reports are available on the Office of
the Inspector General website, or by request
from the Office ofthe Inspector General by
calling (312) 4333000.

Recommendations

The Inspector General may recommend systemic
reform or case specific interventions in the
investigative reports. Systemic
recommendations are designed to strengthen the
child welfare systento better serve children and
families.

Ideally, discipline should have an accountability
component as well as a constructive or didactic
one. It should educate an employee on matters
related to his/her misconduct while also
functioning to hold employeeresponsible for
their conduct. Without the accountability
component, there is little to deter misconduct.
Without the didactic component, an employee
may conclude that s/he has simply violated an
arbitrary rule with no rationale behind it.

The Insgector General presents
recommendations for discipline to the Director
of the Department and, if applicable, to the
director and board of the involved private

dgengya Recdinenendationse for dissiplimenaseu r e

subject to due process requirements. In addition,
theInspector General will determine whether the
facts suggest a systemic problem or an isolated
instance of misconduct or bad practice. If the
facts suggest a systemic problem, the Inspector
Gener al 0s Of fice ma y
determine appropriate ecommendations for
systemic reform.

When recommendations concern a private
agency, appropriate sections of the report are
submitted to the agency director and the board
of directors of that agency. The agency may
submit a response. In addition, the liband
agency director are given an opportunity to meet
with the Inspector General to discuss the report
and recommendations.

4 INTRODUCTION
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In this Annual Report, systemic reform
recommendations are organized into a format
that allows analysis of recommendations
according to the function within the child
welfare system that the recommendation is
designed to
Office is a small office in relation to the child
welfare system. Rather than address problems
in isolation, the Inspector Geret 06 s
views its mandate as strengthening the ability of
the Department and private agencies to perform
their duties.

The Office of the Inspector General monitors
implementation of recommendations made to the
Director of DCFS and private agencies.
Monitoring may take several forms. The Office
of the Inspector General will monitor to ensure

that Department or private agency staff
implement the recommendations made. The
Inspector General may consult with the

Department or private agency to assisttlie
implementation process. The Inspector General
may also develop accepted reform initiatives for
future integration into the Department.

ADDITIONAL RESPONSIBILITIES
Office of the Inspector General Hotline

Pursuant to statute, the Office of thespactor
General operates a statewide,-fodle telephone
number for public access. Foster parents,
guardiansad litem judges and others involved
in the child welfare system have called the
hotline to request assistance in addressing the
following concens:

A Complaints regarding DCFS
caseworkers and/or supervisors ranging
from breaches of confidentiality to
failure of duty;

Complaints about private agencies or
contractors;

Child Abuse Hotline information;
Child support information;

Foster parent boaghyments;

Youth in College Fund payments;
Problems accessing medical cards;
Licensing questions;

Ethics questions; and

D> D

strengthen.

A General questions about DCFS and the
Office of the Inspector General.

The Office of the |
an effectie tool that enables the Inspector

nspecto

Genefah o Icomsnpnécatde omith Gancemeda | 6 s

respond to the needs of lllinois
and address dayday problems

persons,
children,

Of frelated to the delivery of child welfare services.

The phone number for the Office of the
InspectorGeneral Hotline i$800) 7229124

The following chart summarizes the Office of
t he Il nspector Gener al
received in FY 16:

CALLS TO THE INSPECTOR GENERAL
HOTLINE IN FY 16

INFORMATION AND REFE RRAL 886
REFERRED TO SCR HOTLINE 75
REQUEST FOR OIG INVESTIG ATION 71

ToTAL CALLS 1032

Ethics Officer

The Inspector General served as the Ethics
Officer for the Department of Children and
Family Services through FY 2016. The
Inspector General reviewed Statements of
Economic Interest for podse conflicts of
interest of those employees of the Department of
Children and Family Services who are required
to file a Statement of Economic Interest.

For FY 16, 605 Statements of Economic Interest
were submitted to the Ethics Officer. For the
605 datements submitted, there were 113
disclosures of secondary employment or
business ownership.

ACTION ON FY 16 STATEMENTS OF
ECONOMIC INTEREST

ECONOMIC INTEREST ST ATEMENTS

FILED 605
DISCLOSURES OF SECONDARY
EMPLOYMENT OR BUSINE SS 113

OWNERSHIP

INTRODUCTION
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The Office of the Inspector General Ethics staff
also coordinated and monitored DCFS
compliance with the statewide ethics training
mandated under the lllinois State Officials and
Employees Ethics Act of 2003. In 2016, the
Office of the Inspector General enedr that

2,652 DCFS employees completed the training.

In addition to DCFS employees, DCFS board

and commission members were asked to have

their members complete dfhe training. In
2016, 234 DCFS board and commission
members were required to complete tff-line
ethics training.

In addition, the Ethics Officer and Ethics staff

responded to inquiries from Department and
private agency employees concerning their
ethical duties and responsibilities under the
Child Welfare Employee Ethics Code,

Departmen Rules and Procedures and the State
Officials and Employees Ethics Act of 2003.

For a full discussion of ethics consultations, see
page233

INTRODUCTION



| NVESTIGATIONS

This annual report covers the time from July 112@ June 30, 2I6. The Investigtions section

hasfour parts. Part | includes summaries of child death and serious injury investigations reported to
the Department Director and the Governor. Part Il contains aggregate data and case summaries of
child deaths in families who were invelgd with the Department in the preceding 12 mon#eit 1|

contains general investigation summaries conducted in response to complaints filed by the state and
local judiciary, foster parents, biological parents and the general public.

Investigation sumiaries contain sections detailing the allegation, investigatispelctorGeneral
recommendations and Department resporisemn  t he @A Ol G Recommendati on/ Dep
section of each case Inspector General recommendations are in bolot, sohé reommendations,
InspectoiGeneralc o mment s on the Departmentédés responses ar e

DEATH AND SERIOUS INJURY INVESTIGATIONS

DEATH AND SERIOUS INJURY INVESTIGATION 1

ALLEGATION A 17 yearold malein Transitional Living Progranwas shot and killed kile
committing an armed robbery. At the time of desath, the boy had been in the G
of the Department for almost three years &rdsix weeks prior to his death w
residing in a Transitional Living Placement (TLP).

INVESTIGATION The boyds i nwdéparenantlbedan just aften hettumed 14 yelar
when a case was opened to provide intact services to his family. The reqt
intact services had been made by the boyds p
sentencedtoguer vi si on foll owing an incident in whi
told the probation officer he had stolen the phone and sold it in order to get money to purchase ni
The boy had a history of diagnosegbntal health iages including Oppositional Defiant Disorder, Impu
Disorder and Attention Deficit Hyperactivity Disorder (ADHD), for which he had been presqg
psychotropiamedication He had twice been psychiatrically hospitalized in response to exhibiting agey
behaviors, such as hitting relatives and fighting with peers, and stealing both at home and in sch
boyb6s ment al health issues were compounded b
result of being struck and run over &itandrun driver, he had suffered a traumatic brain injury as we
damage to his liver and a broken.léfis traumatic brain injurgaused him to experience seizures.

Following the initiation of intact services, the boy continued to exhibit #dtem of behavior that had led
his involvement with the juvenile justice system. He was repeatedly arrested for incidents of retail
well as assault, trespassing and loitering and routinely failed to report to his probation officer as og(
comply with the terms of electronic monitoring. Two months after the case was opened, the Statq
Register (SCR) received a report the boy had
boyfriend, who resided in the family m@. Concerns were raised regarding potential alcohol abuse
boy 6 s ;howevér she refused to participate in any substance abuse assessment. The boyfri
ultimately indicated for Cuts, Wel tinsedam dulmBatadii
the issuance of a juvenile arrest warrant resulting in him being_g taken into custody and held at a

DEATH AND SERIOUS INJURY INVESTIGATIONS 7



detention center. Based on the recommendatidriss probation officerchild welfare professionals, ar
with the consentfahis mother, the court committed the boy to the guardianship of the Department one
prior to his 15 birthday.

After being held at the juvenile detention center for seven months, during which time he engaged
with peers and resisted paitiation in school, the court ordered the boy to be placed in a residential f§
Both the boy and his mother opposed the deci
Five weeks after being placed at the facility, the boy leftautrapproval and a juvenile arrest warrant
issued. He was found one week later and taken back to juvenile detention. A Clinical Interver
Placement Preservation (CIPP) meeting was subsequently held to identify means of ensuring the 3
the boybds next placement. In I'ight of his o
elopement from the residential facility, a determination was made the boy should be placed in a Iq
significant distance away from the cityhere he lived. A residential treatment center in a rural ared
identified and the boy was placed there.

Two months after the boy was placed at the residential treatment center, he was arrested by local
mob action and sentenced to probateomd community service. Following this initial incident, the §
exhibited greatly improved behavior and benefitted from a caseworker who worked with him diligentl
individual basis. While living at the center, the boy earned his General EquivBlegoye (GED) and begd
attending courses at a | ocal <college. After-
downo t o a; hgweeeuplps trénsfanevas delayed by a lack of available space at pof
destinations. Thedy remained at the treatment center for six months beyond his scheduled releas
finally being moved into a Transitional Living Program (TLP) located in the city he was from and whj
family still lived.

The boy initially expressed excitement his TLP caseworker about the prospect of his new li
environment and participated in efforts to enroll in a local college and identify nearby sefvires. dayd
after moving into the placement, the boy failed to return to the TLP and was repostt ah':thoull
permission. Upon his return, staff learned the boy had been questioned by police regarding a shoo
boy told staff he and two friends had been attacked on the street and one of his friends had beer
killed. The boy wasprovided trauma focused intervention andnsoled by his TLP caseworker,
maintained consistent engagement with him and supported his efforts to pursue his education. D
intervention, the boy repeatedly left the TLP without permission and, dimingix weeks he was placed
the TLP, he was absent from the location-tied of the time. Irameeting with staff when he returned,
boy stated that during his absences he resided at the home where his mother, sister and maternal g
lived. The boy wanted the home to be designated as an approved placement, however it was explait
the home would have to be assessed and determined to be safe in order to meet that criteria.

Six weeks after being placed in the TLP, the th&rnyearold boy and a 15 yeasld male accomplice we
shot and killed by the proprietor of a liquor storem  hi s mot h e whileattametingtd doranmit
armed robbery. Local police documented that the two were also suspected of involvement in $mr
robberies that had occurred in the area in the hours preceding their deaths.

OIG RECOMMENDATIONS / 1. Given the likelihood that youth in Transitional Living
DEPARTMENT RESPONSES Programs will maintain family involvement, funded family
interventions 7 such as Brief Strategic Family Therapyi need to
be a standard treatment component in Transitional Living Programs.

The Department does not agree. The Department cannot make this a standard treatment compor

8 DEATH AND SERIOUS INJURY INVESTIGATIONS



providers due to program and budget issues.

OIG Comment:SAMHSA Model Progams notes that Brief Strategic Family Therapy was developedl
children and adolescents with conduct problems, substance abuse use, problematic family relatio
associations with antisocial peers. Outcomes included 75% reduction in marijuana use,régtetion in
association with antisocial peers and 42% improvement in conduct disorders, and a retention rate g
of the families. BSFT counselors can handle -2 families participating in home servicemso st o f
funded transitional living centerserve 1012 youth at each site. The services are most often providg
the evening hours to accommodate parents for-1& weeks. The estimated costs for implementing
model is $10,000 and $35,650 for training and certification (costs include transpiom) for five
counselors. The National Institute on Drug Abuse (NIDA) provides a training manual at no cost. The j
is not high considering the loss that our youth are facing.

2. Adolescents living in Transitional Living Programs who have familymembers whohave mental
health issues or whoabuse alcohadldrugs should be encouraged to participate irsupport groups for
family members of those abusing alcohol/drugs or the severely mentally #ind should be offered
transportation by agency staff.

The Department agrees.

OIG Comment: The Department did not agree to provide safe transportation to allow the youth to 4
support groups.
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DEATH AND SERIOUS INJURY INVESTIGATION 2

ALLEGATION A three yeatwold boy died as a result of extensive physical abo8ieted while
spending the summer in the home of a family acquaintance in another state.
was adopted by his foster parent and his case was closed seven months pri}
death.

INVESTIGATION At the time of the boyo6s tbtherDeparimentan
his two older siblings were removed from the custody of their biological moth
months earlier. The mother was prormpliant with services and continued to consume alcohol durinf
pregnancy. As a result of the mother and fatbes i nabi |l ity to demonst
reunification with the two older children, the boy was taken into custody upon discharge from the hoj
two days old and placed in the home of his godmother, who was also a licensed foster pare

At 13 monthsold, evaluations of the boy began to identify multiple developmental delays in spee
language, socigémotional functioning and sensory processing. At 21 mewithshe boy was repeatedy
found to experience significant delaysaith areas of development and, at 22 mortlis began occupation
therapy on a weekly basis in the foster moth
recurrent ear infections which required surgery to implant tubes in both ears.

As the boy grew older, further evaluations noted he exhibited features of Autism Spectrum Disorder
later diagnosed with Alcohol Related Neurodevelopmental Disorder. At 31 rnmldthiswas determined th
boy possessed skillsinthe 15to24them| d r ange and it was recomni
services to address his gl obal devel opment al
him 10 months earlier, it had not yet been implemented. In an intervieinsgiacto General investigatoy
the case manager could not provide an explanation for the delay in initiating services.

Following the assessment at 31 months, the foster mother, who was pursuing adoption of the boy,
he be considered for specializestier care. Specialized foster care authorizes higher monthly reimburs
to foster parents of children with specialized needs, to compensate them for the additional care that
be required to provide. T h e Intervgntios for Placerment Wwieservat
(CIPP) meeting to address the increasingly difficult behavior he was demonstrating in the home in adg
his significant devel opment al del ays. T he ebeg
inot being offered and available in a ti mfideypf
the Inspector Generakview of the case record discovered the decision on whether to classify the
specialized wad; dlalowevem mWefdecumentati on ¢
case file. In an interview witinspector General investigatothe Department Administrator who made
decision to deflect stated that because the boy was in the process admitep, the decision about whet
he was specialized should be made by the Ad
devel opment al del ays, the foster mot her 6s r eg
Inspecor General investigators t he casewor ker stated she was
gl obally devel op mwbetieaed heyneeded inaepsediservicesa frallowing the deni

Department administrator informed the fosterimetr s he coul d, fAcontact
and they would review his needs then. o The
failed to ensure the boyds best interests wer
The boyds adoption was completed just after

complete as the foster mother had delayed finalizing the arrangement until after learning whetherj
would be designated for specialized care.
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The lack of funding and services resulted in the foster mother relying on the local school system for
As a result, the boy was without any therapy during the summer months. Six months after the adog
finalized, the adoptive mother agreedaitow the boy to accompany three neighbor children to spen
summer with their maternal grandmother in another state. The adoptive mother had been assureg
grandmother had experience handling children with special needs. Six weeks aftddtbe alrived at th

home, the grandmother brought the boy to an emergency room, reporting he had stopped breathing1
personnel attempted to resuscitate him but their efforts were unsuccessful. An autopsy found the
extensive bruisesondi body corresponding with the ti mef

bl eeding on his brain approximately two to t

entire day for his external examination and a second day forhis e r n a | examinati o
injuries. Subsequent investigations conducted by local law enforcement and the Department fi
nei ghbor was aware of her motherdés past phyaedi

t he mother had communicated via soci al medi a
who had written he woul d, isend the children
them to the dump. 60 erThliradorwyd sk mawlpead ye ofot hh
towards <children or the boyfriendés violent -

degree murder and was sentenced to 30 years in prison. A child protection investigatoneighbor wa
indicated for Inadequate Supervision for allowing her children to reside with the grandmother despif
fully aware of her history of abuse.

OIG RECOMM ENDATIONS / 1. The Department should ensurée hat a chil do
DEPARTMENT RESPONSES determination shallbe basecon t he chil dés nf

TheDepartment agrees.

2. T

he Departmentés Specialized Foster Care \{
childbés file all assessments, decisions regar

The Department agrees.
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DEATH AND SERIOUS INJURY INVESTIGATION 3

ALLEGATION A four monthold infant residing in the home of a relative died of undeterm
causes. A child protectiomvestigation involving the infagts f a mi | )‘
opened three months prito her death.

INVESTIGATION The familyds involvement with the

Hotline that the mother had an unstable housing situation and frequently |
then two montbold girl with others while disappearing for days or weeka aine. It was also reported t
mother demonstrated little interest in or attachment to the baby and frequently responded to her cr
threats to throw the child out the window. The report was accepted and a child protection investigsy
opered.

The foll owing day, the assigned child protecty
mother and the baby had most recently resided. The cousin affirmed the characterization of the 1
described in the hotline call andidder whereabouts were unknown at that time. In addition, the d
stated the mother had substance abuse issues which compounded her existing mental health pro
had been banned from the building where the cousin lived as a result of herohehiBve investigatog
determined the baby to be unsafe based on the numerous risk factors presented by the fani
investigator permitted the cousin to keep the baby under a safety plan pending agreement by the mI
an interview withInspectorGeneral investigatorsthe child protection investigator stated she discu
sleeping arrangements with the cousin, who had a tweoldataughter of her own, and observed a bas
she believed would be ampriate for the baby. Although the InspectGeneral has previously
recommended, and the Department has accepted, that the Department ensure that cribs are p
caretakers if needed, the investigation showg
the time, despé& ongoing efforts to address the shortfall. As safe and appropriate sleeping environni
vital to ensuring the health and welfare of children, the ability of the Department to provide cribs quid
efficiently is of the utmost importance.

Theivestigator only made two vVvisits to the tdhe
investigation was opened]though Department Rules and Procedures require weekly visits when af
plan is implemented. At the time, the investigatal a untenably large number of cases assigned to hq

During her meeting with the investigator, the mother acknowledged leavirgpbyawith a friend for twoj
days but denied any extended absences or substance abuse issues. The mother reported sluet
daughter who resided with that chil di@lechildaadsHar
prevented her from being able to care for her. The mother stated she was currently residing in a s
wished to have her baby reted to her. The investigator informed the mother that a case would be ¢
for intact family services. The confluence of risk and safety factors in thisic#z®ats of violencq
substance abuse, mental illness, lack of consistent parental intieresience required more than standg
intact services. The Department should have responded with attempts to involve the court system o
protective order to compel compliance with services, in addition to intense monitoring.

In preparing for lte initiation of intact services, the investigator consulted with staff at the shelter wh
mother lived to ensure she could reside there along witbabgand a plan was made for the baby to join
one week later. Prior to tHeabyjoining the nother at the shelter, the cousin contacted the investiga
alerther to social media messages posted by the mother. The mother had expressed heranesn®thg
state after the infanivas returned to her and described relocation plans shelteadlyafinalized. Th

investgator determined the infamtould remain with the cousin until the intact family services case1
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opened. The investigator completedexad CERAP determining the infattt be unsafe based on
mot her s s todleeahd statenohce she was returbed. Three days later, the investigator cg
afinal CERAP designating the infaat safe although no factors in the case hadgdth The CERAP statq
the infantwould remain in the care of the cousin until thiadh family services case was opened.

Six weeks later, thbabywas found unresponsive in her makeshift crib, which consisted of blankets
inside a gardening wagon. The cause and manner of death were undetermined and no abuse or 1
sugpeced. Atthe time of the infadts deat h, the familyobés intact
current referral process requires workers to email their requests to area administrators for implen
without any formalized system in placettor ack and monitor these re
supervisor stated she had f or wadmaistctoythd sipervisomwas
unable to locate it in her email and said she frequently emptied her mailbdrrBgespurposes. The a
administrator was unable to confirm ever having received a request for the family to receive intact se:I

OIG RECOMMENDATIONS / 1. The Department should w
DEPARTMENT RESPONSES offices to request court involvement and the use of ptective

orders to increase service compliance with parents who express
desire to parent but who have not demonstrated behavior consistent with their verbal wishes. Sy
orders are particularly effective in cases involving substance abuse.

The Departmenagrees.As a continuation of discussions which were initiated at the inaugural transforrl
summit, the Department will continue to work with the Administrative Office of the lllinois Courts (AOI
address issues for process improvement.

OIG Commat: The Inspector General believes that this recommendation cannot be accomplished wj
involving Stateds Attorney Offices as well

2. The Departmentdés Office of I nformation a
and tickler system wihin the State Automated Child Welfare Information System (SACWIS) for the
opening of intact family cases. Case openings should not be dependent on an exchange of emails.

The Department agrees. However, the Intact Utilization Unit would track this iafimmin SACWIS. A
work order was submitted requesting a monthly report of case openings so humbers of cases can be

3. The Department needs an inventory system that assures that child protection has rapid acces
cribs.

The Department agreeand will enhance our current inventory systdgach field office now has their ow§
supply of cribs and a designated Crib Coordinator to track crib inventory as well as distribution and rd
new inventory.
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DEATH AND SERIOUS INJURY INVESTIGATIO N 4

ALLEGATION An infant died of extreme prematurity approximately one hour after her birth. 4
time of the babyds del i very,famiyeservicéq
with the Department.

INVESTIGATION The infantés famil y ha dvithahe Dapartgenta iThy
mother had two older daughters, ages nine and seven, who had been remo
her care seven years earlier. The mother tested positive for narcotics when both children were bor
significant substance abuse issues. Thé&har subsequently surrendered her parental rights to both gir|
they were adopted. The father, who had six older childsetwo other mothershad previously been ti
subject of two indicated reports for Risk of Sexual Injury for repeatedly fadirgsure that a relative wit

history of severechild sexual abuse did not have access to his children. The father had also been indi
Risk of Physical Injury after police were called in 199'¢. Hadlocked two of his children out of their hon
while threatening to commit suicid&Vhen the police arrived, the father was pushing and shoving the n§
while holding his therfour yearold daughter. The father had obtained temporary custody of his
youngest children, an 11 yeald boy and 14yearold girl, after their mother was involved in a dome
violence incident with her paramour.

Seven months after the fatherdéds two children

birth to the c¢oupl adhshe babyrtested neghtive fat drugs, the attending phy
noted she exhibited signs of apparent methadone withdrawal. A child protection investigation and

intact family services were initiated to provide support following the birth. DQutlie investigation, th
father reported the mother abused prescription drugs and alcohol winilg fcarthe children.  The repo
was subsequently indicated against the mother for Risk of Physical Injury to the newborn girl a
services were cadimued.

Four months after the investigation was closed, the State Central Register (SCR) received a report
had taken the mother into the basement of the family home, forced her head through a noose affiy
ceiling and left her hanging fapproximately one minute. While the baby girl was reported to have
with her maternal grandparents when the inci
time, were aware of the inciderdlthough not physically present in thasement There were conflictin
reports as to whether the older children had been in the home at the time or learned of the incident
father told them what he had done. A new child protection investigation was opened and the threg
weretaken into protective custodylhe investigator obtained the police report which recorded the fathg
texted another individual stating he had attempted to hang his wife. While both the father and mg
initially denied to police the attack hadtually occurred, the mother later confirmed to officers she h
fact been hung by the neck in the home by the father. However, the mother informed police she
cooperate with any efforts to prosecute the father as he provided monetary soipporand had told h
such an incident would not happen again.

At ajuvenilecourt hearing the day after the children were taken into protective custody, the father tes
had made comments referring to hanging his wife but characterized hiksessadle talk with no basis

reality. The court releasdtie childrent o t he f at her és car e. The (
Depart ment . Two weeks | ater, the two ol der

(CAC). Duing the interviews, which were observed by the assigned child protection investigator as \
| ocal detective and assistant statebds attorng

the mother in the basement of their hormkhough she and the other children did not witness it. Aj
investigator completed his work on the case, he conducted a final consultation with his supervis
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investigator and his supervisor concluded that while they believed the hanging imsidkescribed by bof
the mother and father had occurred, the children could not be considered to be at risk since the
witnessed the attack. Based upon this rationalejnthestigator and the supervisor unfounded the re
against the father.

The State of lllinois defines child abuse to include acts or circumstances that threaten a minor withj
create a substanti al ri sk of harm to the chi
definition of abuse or neglect. bddition to being exposed to abusive behavior, many children are f
victimized by coercion to remain silent about abusive behavior, making them complicit in the
mistreatment or that of their siblings or relatives. Violent behaviors such akimfpar strangulation iy
domestic violence cases are often precursors to homicide. The federal Violence Against Women Ac
added felony strangul ation and suffocation td
during a dmestic battery to choke or strangle that person constitutes a Class 2 felony offense of ¢
battery. The courtods decision to return the <child
position of supervising an intact case that too higk for intact services.

Two months after the investigation was closed, the mother delivered the baby girl that died shortly af
The mother tested positive fotanax, benzodiazepines and tricyclics. The baby, who was deliveredy
weeks getation, was not tested for substances and her death was ruled to be a result of extreme pr
which can be associated with maternal substance abuse

OIG RECOMMENDATIONS / 1. In cases of extensive domestic violence, such as this ¢
DEPARTMENT RESPONSES where the father admitted to hanging the mother with a nooss
around her neck and leaving her there for one minute, th{
Depart ment should appeal the courtdés decisio
necessity to remove the children.

The Department does not agree.

OIGComment : The I nspector Gener al stands by th
presents a risk to the children.

2. This report should be shared with Department attorneys for training purposes.

The Department agrees. The redacted repitirbgvutilized with staff.
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DEATH AND SERIOUS INJURY INVESTIGATION 5

ALLEGATION A seven montkold boy suffered extreme physical abuse, including scaldingy
multiple fractured bones, while in the care of his mother and her boyfriend. D
the severity ot h e b otlhréatening injériesthe Department maintainedgoal of reunification with thj
mother for over one year while child welfare professionals worked with the family.

INVESTIGATION A child protection investigation involving the family was initiated aftee boy
was brought to a hospital emergency room with numerous egregious
i njuries. Attending physicians noted the boj
peeling skin and ascertained the injury must have occurreéhvetfew hours of him being brought to
hospital. Upon further examination, doctors also found the boy had a lacerated liver, skull fracty
healing fractures of his right femur, | e f ures hhag
occurred at various times and were the result of multiple incidents of trauma. Likewise, the healing
in his legs and ribs were of varying ages and indicated multiple events of abuse. The mother told
staff t he benybarsed &ftarhe rolladaoff a led while the mother was in another roo
became lodged between the wall and a radiator. Physicians informed responding police officerg
assigned child protection i nv eashotgcantactburntas awould
if it occurred as the mother described, but
The mother explained the boyds fract ur erior, hewerrd
that explanationvas inconsistent with the extent and number of injuries presented.

The mother and her boyfriend, who arrived at the hospital later, were both separately questioned by f
the child protection investigator. Throughout thet@mts, both repeatedly changed their stories as to \j
was present with the boy in the motherds hom
Each confirmed the two were the boyo6s boythHemsehe
while implicating the other for hitting him periodically. Both the mother and her boyfriend also re
issues of domestic violence between the couple with each characterizing the other as the aggred
mother and her boyfriend weleventually taken into custody by police and released three days later.

the subsequent child protection investigation, the mother continued to offer various explanations for
boybés face was burned, b ut omnedihkrdccaumt was maeonsistent withs
injuries.

Al most one month after being admitted to the
mother had signed over temporary guardianship to the maternal grandmother and she tiied @erag
potential caretaker, it was determined that the extent of his medical need®lgast would requir
specialized placement. The identified foster parent attended training at the hospital for two weeks ¢
t he boyo6s r exwveeksinethd hodpilalphe was giovedito her traditional foster home. Thl
protection investigation was ultimately indicated against both the mother and her boyfriend for Head
by Abuse, Burns by Abuse, Fractures by Abuse, Torture and Meédiicéct. A case was opened for int
family services and personnel from a private agency began working with the family.

Throughout her involvement with the private agency, the mother demonstrated behavior incompatij
being the fulltime caretakefor a child. Agency staff routinely noted the mother was disengaged d
visits with the boy and regularly had to be redirected by workers to attend to his basic needs. Whe
maternal grandmother was present, the mother deferred to her forddwe boy and frequently characteriz
his typical actions of seeking attention or f
reported the mother exhibited difficulty establishing boundaries related to visitation, supervisiq
parenting. An Integrated Assessment, conducted six weeks after the boy entered the foster home,
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mot her was, Afguarded and had difficulty enga

herself in a positive manner and it appéatfeat some of her statements may not be reliable based or]
documented information. 0 The mot her report d
bipolar disorder and that she had been psychiatrically hospitalized at ages 16 and liigfoliolent
outbursts at home. The mother stated she had been prescribed medication for her conditions but K
taking it four years earlier. The assessor noted that the mother demonstrated no sense of culpabily
severe, permanently distigng injuries her son suffered Sheplaced all blame for his suffering on th
boyfriend, and refused to accept any responsibility for failing to protect him. The assessor conclj

gi ven t he boyobs n e-ermn sdpport fors hisgpisicdl, i emational ,and |behavip
devel opment , the motherds demonstrated Ibaing.kTh
assessor determined the prognosis for the bo
considerat on of expedited termination of the mot hd

In an interview withinspector General investigatprs t he pri vate agency suf
case stated that while the subj ectr iogfhtesx pneadsi
took the | ead,d among involved professionals
eventual reunification. In the field of child welfare, there are few, if any, evideamed treatments

services that havbeen proven to correct the conditions that result in severe and extreme physical

against children. In the absence of known effective treatments, children can be left to drift in foster
years in pursuit of a perpetual goal of returrirgne that is unlikely to ever be achieved. TH&c® of the
Inspector Generalwith the assistance of members of the Child Death Review Team, develg
Mal treat ment Continuum to assi st the field,for
which there are no known effective evidetice s ed i nt erventions. Th

sadistic or torturous act that inflicts significant pain, causes extensive external and/or internal bruising
i njury or d etlesehinstances rapresemtoonlyy & very small percentage of cases, they
intense efforts and consume a disproportionate amount of resources pursuing a Return Home goal
be better utilized where reunification is a more realistic outcome.

Thirteen months after the boy was released from the hospital, his mother relinquished her parental rig
mother had continued to make minimal progress toward the goal of having the boy return home
repeatedly failed to comply with the actiongjuged of her. The mother signed consents for the mat
grandmother, who had since become a licensed foster parent and assumed custody of the boy, to
The boybs father, wh o had been i ncar cerminitaly
expressed a desire to have the boy placed with him, however his involvement waned following hig
from prison. Six months after the boy was placed with the grandmother, a caseworker made an unaj
visit to the home and found theybbad been left in the sole care of the mother, who had recently moy
A child protection investigation was opened for Risk of Harm for the boy being left with the 1
unsupervised. The grandmother agreed to have the mother leave the home laed inadkers from thd
private agency have since reported no ongoing concerns with the placement.

OI|G RECOMMENDATIONS / 1. The Departmento6s Office
DEPARTMENT RESPONSES Clinical Practice and Professional Development should develop]

tracking system for cases inglving egregious &use and
outcomes.

The Department agree&gregiousabusecases araowtracked via the Clinical Referral system through tf
completion of the 399. The Egregious Act Protocol has been written into Procedure 300 and training
been ompleted irnthe Southerrand CookRegiors.
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2. Regional Clinical and Legal Staff should convene interdisciplinary case conferences to support
field in appropriately servicing these children.

The Department agredsormal staffings will be convened liye regional clinical staff at a minimum on a
quarterly basis.
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DEATH AND SERIOUS INJURY INVESTIGATION 6

ALLEGATIO N A three montkold infant died of swelling to her brain as a result of undeterm
causes. In the seven months prior to her deathintaatd $amily had been th
subjects of two child protection investigations, one of which was indicated agairisfah® s mot
neglect of her one yeald sister.

INVESTIGATION The first child protection investigation was initiated after the State Central Rq
(SCR) received a report the one ye#t sister had a bruise on her ear and tha

fat her , who was separated from her mot her , W1
boyfriend. The child protection investigator assigned toctiee made an unsuccessful attempt to cal
father the day after the report was made. T
whom he noted had no visible bruises. He 6avhao

mother acknowledged conflict between the father and her current boyfriend but said she believed
was jealous of her new relatiomstand resented making child support payments. Although the inves
knew the father c¢claimed to have a photograph
to closing the investigation. In addition, the investigator neveiewed the text messages purported
contain threats made by the boyfriend agai nfg
primary physician who stated she had seen the girl approximately five days after the bruising to hej
hawe to occurred but did not observe the injury. However, as has been noted in previous OIG
bruising to infants and young children can heal quite rapidly and may not be apparent even a short
injuries occur. The investigator ultimatelyrnmuded the report should be unfounded, based primarily
the physicianbs statement she had not observ
supervisor.

had different fathers than the one yelt, and recorded no concerns with their appearance or behavioi

One month after the case was closed, a second child protection investifdtierfamily was opened. T}
allegation was essentially unchanged from the first report, claiming the onelgegrl repeatedly exhibite
bruises, scratches and swelling which her mother minimized or explained away as being caused by
contact with inanimate objects or other children. The report again mentioned ongoing conflict betwj
oneyeao | d6s father and the motherdéds boyfriend.

the mother by phone and requested she ta&eyirl to be seen by a doctor. The mother complied and
her to a local hospital, where medical personnel who examined her noted significant bruising in vario
of healing over different parts of her body, including her head and jaw. The tmandestigator too
photographs of the girldés bruises but noted

was made to i mplement a safety plan, requirinrm
the boyfriend to refrain from having any contact with them. All parties agreed to the plan and the d
were placed with the aunt, who lived upstairs from the mother in the same building.

Four days after the case was opened, it was assigned to the sameaitorestig had handled the first repg
Two days later, the investigator spoke with the father, who reiterated his concerns about possible|
abuse of his daughter in light of the repeated, unexplained bruises he said he found on her. The e
i nvestigator made an unannounced vi-ald girl, whaoappedred
well. The investigator made a return trip to the home one week later and saw all three children, with
older boys reporting never havirsgen or experienced any abuse by their mother or her boyfriend

mot her told the investigator that the bruise
unsecured upon a regular chair while eating. Two weeks later, the faifagneal an emergency motig
granting him temporary custody of the oneyedr d gi r | . Since the girl

two boys did not present any safety concerns, the safety plan was terminated.
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As the investigator preparedtocldsh e c as e, he spoke with the a

who reported no concerns with the childrends
who saw the girl when she was taken to the hospital to determine witieghejury to her jaw was consiste
with the motherodos explanation. Further mor e,

investigator never contacted law enforcement to learn of their findings. The police had obtaineafy
bruises on the one yeald taken by the father as well as copies of text messages to him from the boy
alternately insulting him and threatening possible violence against his daughter. The police also
medical records from the hospitalated to the examination of the girl following the second SCR rg
Prior to closing the case, the investigator 6s
on the erroneous basis thdrad been no police involvement. The inugegior and his supervisor ultimatg
indicated the report against the mother for inadequate supervision, based on the conclusion theooned
injury had been caused by the motherbs inatt
investigator handled both investigations involving the family, he was responsible for a volume g
exceeding the amount established by a federal consent decree intended to limit the workload
protection investigators.

Three weeks before ¢hcase was closed, the mother gave birth to her child with the boyfriend. Three
later, both parents brought the baby to a hospital emergency room exhibiting vomiting and lethargy
examination, doctors found the baby had swelling to her kissne and retinal hemorrhages, which are g
indicative of a baby having been shaken vio
accidental 06 and her condition was |isted as |,
who also treated the motherodés other children,
nature of her traumatic injuries, the baby had been the victim of physical abuse. One week aff
admitted to the hospital, the baby giféd. A postmortem examination conducted by the Medical Exam
concluded the babyés cause and manner of dea

brain swelling was the result of Agltcaukeen baby
In response to the Medical Examinerds finding
mother and her boyfriend for death by abuse and indicated to an unknown perpetrator. They were
for Substantial Risk of Imjr y t o the two boys, based on the

while in their care.

OIG RECOMMENDATIONS / 1. The child protection investigator should receivaiscipline for
DEPARTMENT RESPONSES his failure to complete a thorough investigation including failure|
to obtain medcal records. The Department must take into}
consideration, in determining appropriate di s
but not limited to high caseload assignments and how these challenges influenced his ability and
St a ity ®© achieve child safety goals.

The Department agrees. The Department will initiate the disciplinary process.
2. The child protect i on receive dissiglinefgrenér aitud $o erssuretiecy
completion of a thorough inwestigation including contact with law enforcement and obtaining medicg
records.

The Department agrees. The Department will initiate the disciplinary process.
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DEATH AND SERIOUS INJURY INVESTIGATION 7

ALLEGATION A five yearold boy died as a result of deditately inflicted blunt trauma to his hed
At the timeof his death, the boy was in the cafehe Department and was residif
in the home of his maternal aunt, where he had been placed two months earlier along with his -oildg
brother

INVESTIGATION The bg and his two older brothers, ages nine and seven, had been removg
the custody of their parents fourteen months earlier as a result of ongoing dd
vi ol ence and substance abuse i ssues | aftertemaval the
brothers were moved through six different placements with relatives, traditional foster parents and
point, a shelter. Prior to their sixth placement, which was in the home of their paternal grandtne
grandmothedetermined shavould only be willing to care for the middle brother on a loeign basis. Afte
two days, the boy and his oldest brother were moved once again, this time into the home of their
aunt.

During their time in their previous placements, the siblirmug had been observed to engage in problern
behaviors amongst themselves and while interacting with other children. The oldest brother was re
be excessively physical with his younger siblings and all three engaged in rough play. It hbeea]
documented that the boys inapproptiateuched each othend other childrenConcer ns ab
inappropriate contact with other children had ended two of their placenmEmtaddress these issu
caseworkers had developed an unworkabléeptive plan which required caretakers to ensure that the
were never unattended when awake, even though they shared a beddutitionally, theyoungerboy had g
significant ongoing problem with toileting issues, frequently wetting himself or regowvaste from hi
diaper with his hands.

The boys6 mat er ndadlanddivedaonewihsher2/® childeen, ages 2 years and 2 md
old. Despite the significant pressures faced by a young single mother with two small children, thd
agency handling the familyds case identified
While the caseworker stated she informed the aunt at the time the brothers were placed of their h
inappropriate physical contact and theoy 6 s t oi | etheiagegcy faited to | pvide concrd
assistance regardirigpw to address these issu&he 22 yeapld complained about the staggering amour
|l aundry necessitated by the youngest chil dés

One month aftertn br ot hers were placed in the home,
children was an occasional presence. The aunt told the caseworker the father only stopped by to pj
children and was not involved with the household. As thegment went on, the aunt repeatedly voiced
frustrations to the caseworker regarding the
boy often lashed out by hitting and kicking her. At a clinical staffing held in an effort hdiztathe
placement, it was noted that Unusual Incident Reports (UIR)nbatbeen completed in accordance W
Department Rule in response to the sexualized behaviors exhibited by the brothers in their previg
homes. During the meeting, the astdated she had never been aware of concerns about the brother
alone with each other or other children. It was also found that while it had been recorded in the c
t hat a safety pl an intended t o addbd ®sasDepartme
administrator, no such safety plan was present in the case ssuwbittie agency could not produce proo
sending The staffing produced a series of tasks for the caseworker to conduct in order to help sta
placement, andhat her supervisor must ensure their completion. In her interview msfhettorGeneral
investigatorsthe caseworker was unable to recall which of the tasks, if any had been accomplishe
t he boybs deat h.
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Six weeks after the boys were placedtlie home, they were taken for a sibling visit with their mig
brother. Two child welfare workers present at the visit noted several bruises on the youngest boy, \
children attributed to playing with each other. Though one of the workers domdnmforming thd
caseworker of the bruises, there was no indication in the case record the caseworker followed up Vl
the workers or the aunt about the injuries. One week later, during a visit to the home by the casew
aunt reported thboy had large bruises on his legs which she said were the result of him being pushed
bed by his oldest brother. The aunt also stated the fiveoygdvoy was injuring himself and makin
statements that he hoped the aunt would go to jail farhun g h i m. The aunt e X
injuries might lead to suspicions of child abuse against her. In response, the caseworker spoke {
who denied hurting himself or saying anything about wanting the aunt to go to jail. In tesr ticg
caseworker reported a strong smell of urine W

Concurrently, a counselor who was making visits to the home recorded the boy often seemed sad ar
when she was there and that the aunt frequently spoke vedgatbout him in his presence. In an intervj
with InspectorGeneral investigatordhe counselor said that during her visits to the home the aunt ap
overwhelmed by the work required to maintain the household of four young children and alwd
something negative to say about the boy. The counselor stated she had no communication
caseworker during her efforts with the fiam In her interview with InspectoGeneral investigatorshe
caseworker stated she had been entirely unawareoftc ouns el or 6 s i nvol vemgdg

One week after the counselordés |l ast visit to
the boy unresponsive and in cardiac arrest. He was transported to a hospital emergency room \stafi
efforts to revive him proved unsuccessful and he was pronounced dead. Attending physicians noteq
bruises at various stages of healing over his body and aootgm examination found significant bruises
his face and under his scalp alband his head. The oldest brother was moved into a traditional fosten
and a child protection investigation was opened. |Initially, the child protection investigation deferr
criminal investigation being conducted by local law enforcement. h Bo¢ aunt and the oldest brotff
initially denied any physical abuse in the home. The autopsy report for the boy identified numeroug
throughout his body including a contusion of the frenulum, which is frequently indicative of havingj
objed placed forcefully into the mouth. A photograph taken at the scene by police when the boy w4
unresponsive showed a rolled up sock |l ying ne
homicide, however the final determination wag made until 16 months after his deatbaw enforcemeny
declined to pursue criminal charges in the case. The child protection investigation was ultimately i
against the aunt for Death by Abuse and Death by neglect as she had stated she waslthe c e
caretaker and that the father of her wiiddrennever resided in her home.

Four months after the autopsy was finalized, the oldest brother resumed counseling and begay

accounts of conditi ons i n divedltheret Tihe oldest hrothiersdesbribeah
father of the auntés children as being a procl
killed the boy. The br ot her also said the coupl e weadn
make him run around the home. The brotherds

investigationwhich was unfounded.InspectorGeneralstaff ensured the StaieAttorney that had reviewe
the case for criminal prosecoi had knowledge of the new disclosures by the brother.

OIG RECOMMENDATIONS / 1. The private agencysupervisor should be disciplined for

DEPARTMENT RESPONSES approving an inappropriate placement for the boy and his oldes
brother; for her failure to develop a safety plan in response t

the injuries identified on the boy throughout his placement with the aunt; for not submitting a UIR in 31
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timely manner; for her failure to enter supervisory notes in the State Automated Child Welfarg
Information System (SACWIS); and her overall failure to provide supervisory oversight in this case.

The Department agrees.
OIG ResponseThe Inspector General shared a redacted copy of the report with the private agency aj

agencyo6s Board of Directors. The | ns prepesentative
from the Board of Directors to discuss the findings in this report. The supervisor resigned from the aj

To address the supervision deficiencies noted in in this report, the agency has provided additional tr|
and support to supervags and the Program Director is conducting random file reviews to ensure ade
supervision of cases.

placement for the boy and his oldest brother; for hefailure to develop a safety plan in response to t
injuries identified on the boy throughout his placement with the aunt; for her failure to effectivel
coordinate services to address the needs of the children in the home.

2. The private agency caseworker should be disciplined for her failure to locate an appropriEI

The Department agrees.
OIG ResponseThe caseworker was counseled. The caseworker transferred from the foster care
another unit within the agency and her current supervisor was made aware of the findings in this r¢g
The caseworker has also been paired with a more expere caseworker who is providing support to §
caseworker.

3. The Office of the Inspector Generaill share the report with local law enforcement.

The Department agrees.

OIG ResponseThe Inspector General shared the report findings with the locelat e 6 s att o
the case.

4. The Office of the Inspector Generalwi | | share the report witaéad
Litem.
OIGResponseThe I nspector General shared a redacte
litem.

5. When sibling groups are placed in a foster home, the Department should require an assessmel
the pragmatic demands of the placement given the developmental and chronological ages and nee
the children and demands on the foster parent. The asssment should identify specific concre1
supportive services the caregiver will need to successfully care for the children, such as enroll
preschool age children in a Head Start program, or in the alternative, a NAEYC accredited childcan
center; supportive homemaker services; respite; and assessing the transportation needs related to
childrends services-29/6ee al so Ol G Report #11

The DepartmentagreeS.he assigned caseworker i s expected
neec.
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DEATH AND SERIOUS INJURY INVESTIGATION 8

ALLEGATION A nine monthold infant died as a result of a stroke suffered during surgery to §
congenital heart defects. The inf
three months prior to her death edson concerns regarding their ability to care for her multiple me
needs.

INVESTIGATION The infantédés mother became invol ve
birth after the mother had threatened suicide with a knife in the presence of i
older children. The mother had a history of substance abuse issues and neither she nor her paran
time were deemed to be suitable caretakers for the children at the time. The Department took pJ
custody of the siblings and subsequently indicttedmother for Substantial Risk of Physical Injury. Du
the following two years, the mother failealcomply withher service plan and made no progress with ser
while the children remained in a paeloptive traditional foster home. Two monthscbefe t he i
the court changed tisubstitud cdrependindai coud deeemination gfdeaminati
parental rights The courmoteembdbeapadenhal rights fo

The baby @l was born with multiple congenital heart defects and required hospitalization in a psg
intensive care unit, where she underwent surgery to have a shunt inserted into her heart to improve t
oxygen to her blood. As a result of her compsad medical condition, physicians determined the girl w{
require heart surgery after she was nine to twelve months old and would require diligent, detailed
that time. The baby remained hospitalized for the first three months of her fifeg ddnich time the mothg
and the girlés father did not visit her con
essenti al to facilitate her d-complidneemwighehe Depdtmental
the demonstted inability of either parent to effectively participate in her care during hospitalization,
care professionals were doubtful they would be able to adequately attend to her medical needs.

A hospital nurse explained that any caretaker for tHsy veould be responsible for overseeing a hq
monitoring system as well as regularly recording her weight, feeding schedule and oxygen levd
i nformati on woul d need t o be reported t Wi c ¢
Additionally, the hospital nurse emphasized the significance of ensuring the baby resided in dreer
environment and the potentially serious consequences of her being exposed to smoke. The hos
stated that even if a caretaker smoked cigarettes outmdeome, they would need to change clothe§]
shower prior to being in proximity to the baby, as smoke particles clinging to fabric and surfaces re

a threat to her health.

As the girl és release fr om t hieninkestgaliontwaslopeted tased
the parentsd continued failure to engage in [
grandparents were identified as substitute caretakers. Hospital staff reported that the grandmiq
received training on how to care for the bab
where the parents also lived, and found preparations had been made for the baby to live there. Invoy
welfare professionals held a staffi at which it was determined the baby would be placed in
grandparent soé home, provided the parents mov
provide services to the familyho had a nurse on staff who would work with the grandgarenensure the
met the babyds needs.

During the staffing, the need to maintain a smivke environment in the home was discusséah the
medical form contained in the foster home licensing file, it was documented that the grandmother
teenageson each smoked one pack of cigarettes a dBye staffing participants determined that in addi
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to being required to smoke outside of the hd
which they would wear while smoking and then remafter reentering the house. In an interview
Inspector General investigators an admi ni strator from the Dep
she had engaged in conversations with medical workers who had suggested the grandpareoistside]
and use a fismoking coat, 0 however none of th
possibility of engaging in smoking cessation efforts discussed with the family. The grandparents o
abide by the smoking plan and, fouayd later, the baby was released from the hospital and placed

grandparent sé home. The babydos parents were
Neglect.

Both the Office of the U.S. Surgeon General and the Centers for Bise@&so nt r o | have ¢
freedo | evel of exposure to secondhand smoke

smoke exposure is correlated with a multitude of negative outcomes; including wheezing, asthn
infections andSudden Infant Death Syndrome (SIDS). Given that premature infants often exp
respiratory and cardiovascular issues, secondhand smoke exposure can be even more detrimer
popul ati on. Addi ti onaldhyands ocsmaeticle® and Iags gvenuodf iby
cigarettes that cling to clothes, walls, hair and skin) have found levels of a niedéiterl chemical producd
by the body to be seven times higher in the babies of smokers than thosesofakans.

Immediately followng t he babyds placement in the grand
and private agency nurse recorded satisfactory compliance with her monitoring program and gend
Although involved workers concluded the grandmother, who sersed 8 he babydés pr
conscientious and i nvested, t hey overl ooked
profession required him to travel extensively and made him routinely unavailable to provide aoI
support. Futiermore, workers learned the grandmother was dyslexic and had difficulty reading, h
these | imitations were not considered in rel
devel opment which was ghtbftherhealth.or t he hospital §

Four months after the baby had been placed in the home, the grandparents brought her to a schedu
appointment. At the time, the girl had missed her last two appointmenkadndt been seen by a physicij
intwomonths. TRk gr andmot her stated she had continue
not relayed them to medical providers. The girl was found to have decreased levels of oxygen in i
and required hospital admissiornitially hospital stff noted the girl smelled of cigarette smoke, had ga
only one pound in the last six weeks, appeared dirty and exhibited a breakdown of her peringd
indicating her diaper had not been changed regularly. Five days later, she underwent sueypsriemiced
complications that required a heart and lung bypass. Six weeks later, during the second of two 4§
surgeries, the girl experienced a stroke causing catastrbpin injury requirindull life support. Ten day
later, following consul at i on amongst physicians and the h
remove the girl from life support, resulting in her death.

During the child protection investigation of
cal | in the girlés most recent vital -paymentt inlved
medi cal professionals reported to the chil d
inconsistent throughout the time thedi was pl aced in the home an

ability to provide the extensive care the girl required had grown. Although the private agency asg
provide servies hada nurse on staff, the nurse never communicated with the moomitoring program t
determine whether the grandparents maintained regular corfthet.doctor stated that while he had sd
concerns regarding the care the infant received, he could not call it medical nelyggechil@ protectior
investigation was nfounded.
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Four months after the girloés deat h, t he moeeky
gestation, tested positive for marijuana. A subsequent child protection investigation resulted in i
findings against both parentso r Ri sk of Harm and wupon the b
later; he was placed with the paternal grandparents. Hospital staff reported the grandmother, who I—l
near constant presence at the hospital, had almost completely stomb@tgsnilthough a case was initial
opened to provide intact services to the family, neither parent complied with services and ad the casq
screened into court. In the interim, the father had been arrested and convicted of burglary andiger

four years in prison. The boy remains in thge
OIG RECOMMENDATIONS / 1. The Departmentds Speci aI[|
DEPARTMENT RESPONSES required to document and appropriately share all assessmen
service recommendations or monitoring issues identified bghe

unit.

The Department agreeslhe Specialized Foster Care Unit as well as the Central Matching Team stel
share all assessments, service recommendations or monitoring issues identified by the unit. Th
Directors of Clinical and Placement@munity Services will develop the protocol.

2. The Department has a fiduciary duty to protect wards from environmental dangers such zl
secondhand smoke exposure. When a medically complex or premature infant is referred for placem
in a home with envionmental tobacco exposure, the Department should make a referral to the Chi
Nurse for review of the home and associated risks. (See also Inspector General Report-2226)

The Department agree$n accordance witlbepartment policy, referrals are neath DCFS Nursing in thog
case situations involving a medically complex or premature infant referred to placement in a hog
environmental tobacco exposure.

3. The Department, in conjunction with their Medical Director, should inform the field regamding
training and resources for child welfare staff concerning the risks of secondhand smoke exposure
children as well as smoking cessation resources for clients and families.

The Department agree®©nline training through DCFS Health Services wil jprovided within the currer
fiscal year and will include information on the risk of secondhand smoke exposure to children, as
smoking cessation resources. DCFS Health Services will also provide information on the Foster P4d
site about riskof second hand smoke exposure, as well as cessation resources. Currently, the D¢
provides |inkage to the I1Ilinois Department
resources

4. The private agency should ensure that their mge maintains contact with all medical providers for
medically complex children. The agency should inform all involved medical providers of their duties §
the child and request notification from the medical provider of any concerns regarding the childrefor
whom they provide care.

The Department agrees. This recommendation will be expanded to include all ag&heiesdacted repon
will be shared
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DEATH AND SERIOUS INJURY INVESTIGATION 9

ALLEGATION A newborn babydied on the dayof his birth as a resuliof numerous medicd
anomal i es. Nine months prior to th
subject of an indicated report for physical abuse of her nineoyg¢aaughter.

INVESTIGATION The child protection investigation had been initiated after theagitted at schog
with visible bruises on both sides of her face. The girl reported she had
punched in the face by her mother multiple times while being driven home from school the previous

girl stated her mother was upset with her for inahrdly engaging the lock screen of a computer table
forgetting the access code. The day the hotline report was made, a child protection investigator in

the girl at the school . The i nvest i lgthda bouises tod
sides of her face were visible. The investig
ipossi ble handprint wi t h r ed chiadnpdotectidniaveskigatdr thatis
regularlygoth t r oubl e at home for I ying and that h

When the investigator asked the girl if she was afraid of her mother, the girl began crying. After
guestioning, the investigator concluded the girl wasfearful of her mother but was concerned about ge
in trouble because of the incident. Tdteld protectioninvestigator met with school personnel, who stated
girl had demonstrated some behavioral issues but had never previously disclosed gy almsse. Thq
child protectioninvestigator then waited at the school to speak with the mother when she arrived to
her daughter.

In speaking with thechild protectioninvestigator, the mother admitted striking her daughter in the
stating &e did so in response to the girl lying about locking the tablet. The mother claimed she had hi
with an open hand and was frustrated with her behavior both at home and in school. The mother
accompanied to the school by her other chifdld monthkold girl, whom the investigator observed to apg
healthy. The investigator instructed the mother to take the girl to be seen by either her primary phy]
doctors at a local emergency room within 24 hours for evaluation of her injuries.

In an interview withinspectorGeneralinvestigatorsthe investigator stated that she assessed the child}
be safe in the care of their mother at that time, in part, because they did not appear to be fearful g
seemed well cared for. The intiggtor said she discussed appropriate and inappropriate forms of dis
with the mother as well as intact family services, which she said the mother agreed to consider. Add)
the investigator stated she based her decision to allow the chibdremain with their mother on the grour
that it was the familyds first involvement w
description of events, no instrument was use

every day while the mother worked, was an involved source of support. Both the investigator

investigatordés supervisor stated they never d

Five days after the hotline report was made, ¢hiédd protectioninvestigator spoke to local police, wj
informed her the mother would be arrested for domestic battery. The investigator completed
Endangerment Risk Assessment Protocol (CERAP) determining the children to be safe and no safety
enacted. One month | ater, j ust before cl osi

completed another CERAP again concluding the children to be safechilde protectioninvestigatorn
informed the mother of her intention to indicate tie@ort against her for Cuts, Welts and Bruises.
mother was offered the opportunity to engage with intact family services but declined and the d
closed. Three weeks later, the investigator learned from local police that due to staffing isshad tiwt ye
been able to interview the mother, whi ch swas sf
the completion of thmspectoGeneraIinvestig_;atiomthe mother had yet to be charged regarding the incil
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The mot h efrépsatediychittingchar daughter in the face, resulting in bruises, woalonisalered §
severe assaultn this case, although there was ample evidence to indicate the mother for abuse at
expressed their intention to prosecute her criminaltydfamestic battery, the mother was allowed to re
services and retain custody of her children. In their interviews IngpectorGeneralinvestigators both the
investigator and her supervisor stated that the court in the county where the famitgiaéhgdised protectivi
orders and they did not believe they would be successful in obtaining one in this case. Both the iny
and her supervisor said that given the court
had anyoter options than to advise the matdhberodot a
Court monitoring enhances compliance. When the Department does not screen cases into court bec1
belief they will not be accepted, the Departmentlisnwang perceived barrierto guide decisions on chil
safety. The Department must attempt to educat
increased welbeing of children.

. The Depart ment 6 shark armgdrted cogy
f t he | ns p ereporty inclufreg rcaored phtes of
h e injuries, wi t h t he | oc 4

OIG RECOMMENDATIONS / 1
DEPARTMENT RESPONSES 0
t

purposes.

The Departmentagreess r edact ed copy odreporthadonglwithscgos ghotas,rwasG g
provided to thelocal State's Attorneds Office.

2. The Departmentds | egal division shoul d WO;I
of supervision orders in those cases in which the risk is too high for no services but not high enoug
remove chil dren from their parentodés custody. Th

The Department does not agree due to the inability of the Department to control the courts process.
however, taken the following steps: DCFS Legadana Chi |l d Protecti on Ad
Attorneyods Office, Chi ef of the Childrends J
bet ween DCFS and the Stateds Attor ney ds enasior for
cases in which the risk is too high for no services and not high enough to remove the children
parentsé custody and the parents refuse intad
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DEATH AND SERIOUS INJURY INVESTIGATION 10

In FY 2014 three and in FY 2015g&t youth in care were the victims of street viole
ISSUE . : : S
homicides. The Office of the Inspector General conducted a cohort investigation of
killings. Ten homicides occurred in Cook County; one in Winnebago County. All
were 17 years or older #ie time of their death with the exception of one 14 yd@dr The youngest of th
victims in this report had no involvement with substance abuse or juvenile justice, and was reporteq
well in his placement. Rather, his victimization was morateel to the community factors where he resid

DISCUSSION The redacted executive summary of the report follows on page

L

OIG RECOMMENDATIONS / DEPARTMENT RESPONSE TO OIG REPORT 16-2602,
DEPARTMENT RESPONSES HOMICIDES OF WARDS

Societal problems includingoverty, gang violence and lack of educasibservicesontribute to the tragi
and escalating incidence of youth homicide i1
detailed analysis of potential ways to address these issues in#£6@&02. Notably, the recommendatid
in the report are relevant broadly to homicides of youth, and are not limited to youth in DCFS care.

Earlier this year under Director Sheldonds gl
the circumstances surrounding youth in care wiswe lost to homicides during the prior year. Direq
Shel donés goal was the identification of patt

better serve atisk youth. The QA reviews were shared with the OIG prior to the issuahreport #16
2602. The Department is committed to partnering with other government and private entities as it
for and develops approaches to this pervasive public health and welfare concern.

Upon receipt of report #8602, a work group wasonvened and the Department thoughtfully reviewed
of the Ol G6s 13 recommendati ons. Al t hough

authority of DCFS alone, the Department is committed to working with the broader community to ¢
reources and solutions to address the challenges of youth homicide.

We welcome the spirit of the Ol Gds commi t me
procedural objections to the assumption of a broad policymaking role by the OIG an®@tb Bed s p
developing this report, as detailed at the end of this document for the record. OIG Rule 430.100(b)
that the Director shall specifically accept, reject, or seek modification of specific recommendations; t
we have include that response inthe Depda ment 6 s comments on each i §

RECOMMENDATIONS
Programming and Prevention Services

1. To counter the lure of gangs and guns, the Department must offer programs in severg
economically disadvantaged neighborhoods, such as Engleed, Lawndale and Austin, that include,
remedial tutoring and enhanced learning opportunities for DCFS wards and children who hav
achieved permanency through subsidized guardianship or adoption who have reading and/or mg
scores two grades below level,nd to offer the opportunity for pro-social recreational programs with
safe passage (transportation) for these children.
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The Department agrees to convene a workgroup with other governmental entities to consider implel;l
of the suggested programshelresponsibility to promote education and enhanced learning opportuni
to many entities within the community, but primarily the school districts. Ancillary support col
provided by governmental entities such as park districts, libraries,velildre and the Department.

I n addition, t he Depart ment pl ans t o use 1
Implementation Plan, to develop more commubiged services and programs such as those sugges
the OIG. The Department Widentify community resources and use the immersion sites as a me
contract with and access services. This may include enhancing services provided by FACs.

Educational Services

2. When a special education youth in a residential program outside ofhé City of Chicago is
transferring to a therapeutic/specialized, foster/relative home or transitional living program i

Chicago, the Regional educational advisor from the sending community and the receiving Chic

Regional educational advisor should meein advance of the school transfer to develop a transitiona
plan with the receiving school and the receiving agency assuring that the youth receives timely 4
appropriate special education services. The youth should be involved in the planning and affoctthe
opportunity to visit the receiving school prior to the transfer and the Department should fund an
educational mentor to assist the youth for the first six weeks of the school transfer. The educatiog
mentor should provide transportation for the first six weeks and assist the youth in adjusting.

DCFS agrees to meet with representatives of the Chicago School District to develop a transitionalj
youth who are transferring schools. DCFS is currently using educational specialists to assish
transitions to new schools. When appropriate, the Department may fund an educational mentor t<|
transportation and transitional assistance to youth for the first six weeks after the transfer. Th
Division of Clinical Services will take thead on follow up in working with schools.

A workgroup has been established to explore the feasibility of expanding identified programs to ass
youth in care who have special education needs and are transitioning to a new
arrangement/prognaming site. It is also a goal to broaden this work statewide, as a standard. The wol
has also discussed the possibility of repurposing the POS Educational Liaisons and their responsibil
work will include discussions with Budget and Finance

3. The Department should explore identification of entities that can offer credit recovery program
similar to the one at Maryville Madden Shelter.

The Department agrees with this recommendation. The Divisions of Placement and Community §
Clinical Services and Monitoring will take the lead on follow up.

Substance Abuse Recovery

4. Similar to the Rosecrance model, the Department should develop a supportive recovery transitiorg
living program for its young adults in Cook County who are in their ealy stages of recovery. Thq
program should offer individual, group and family counseling, educational and employment service
with incentivized goal setting in these areas

The Department agrees with this recommendation and will attempt to identify idgsrasling and able tq
provide transitional living services similar to the Rosecrance model. The Divisions of Placem({
Community Services, Clinical Services and Monitoring will take the lead on follow up.
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5. The Department should utilize The Addictel Minor Act to obtain court ordered treatment for
dually involved youth who are in need of substance abuse treatment in lieu of violating thd
delinquency probation.

The Department agrees to meet with the Office of the Inspector General, Office obliceDRetender, DCFS
Legal, and the Juvenile Justice Initiative to consider the optimal way to order youth into treatms
discussion will include consideration of whether there would be any benefits from the use of the A
Minor Act for duallyinvolved minors.

Dually Involved Youth

6. For effective collaboration Cook County Region DCFS should pursue an agreement with the Co
County Probation Department to cross train the dually involved specialized caseworkers and t
yout hés assi g rieed. Tiper taibirgt shawld cowef the ins and outs of probatio
delinquency court and gang safety and the DCFS related policies and expectations. The traini
should be conducted biannually and include a discussion component provided by experien
casevorkers and probation officers on gang involvement and lessons learned.

The Department agrees with the recommendatio
Involved unit will explore the need for and development of training. Several ygathe Department, alor
with a CWAC subgroup on dualipvolved youth, developed an outline and training materials on such
training. These materials will be provided as a basis for updating the training.

7. The Department should request the lllinois Justice Project/Juvenile Justice Leadership Dat
Collection and Information Sharing Workgroup and the Dually-Involved Committee consider|
proposing legislation or rules that would permit sharing of information and coordination between th]
Cook County Juverile Justice Courts and the Cook County Abuse and Neglect Courts, when in the b

interests of duallyinvolved youth.

The Department agrees with this recommendatidhe Cook County Dually Involved Committee, why
consists of staff from DCFS, probatiand other stakeholders, meets on a monthly basis. This agenda
included every month. There are differing opinions between the offices (Public Defender, State's A
Probation, DCFS and Child Protection and Juvenile Justice Courts) aboutehefIsiraring and the time

the proceeding it is appropriate to share. The group is in the process of documenting agreed upon
and practice including conversation and document sharing. This is very much an ongoing process W
extend ovethe year.

8. The Department should request that the Office of Administration of the lllinois Court (AOIC)
allow the Department to receive all Delinquency court assessments such as the Youth Assessmen
Screening Instrument (YASI) and Violence Risk Assessemt for wards of the Department. Forl
consistency of measurements across agencies the Department should administer the YASI on t
dually involved youth who end their probat.i
guardianship.

T h e De p aOfficenokELedal&arvices and the Division of Clinical Services will follow up with the ¢
County Probation Department to determine if the Department can receive the YASI assessments fol
DCFS custody. The primary assessment tool used by DCH#® ISANS; the DCFS Division of Clinic
Services will analyze whether it is advisable to use of the additional tool of YASI assessment fo
involved youth who have completed their probation or parole.
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The Cook County Dually Involved Committee, whiconsists of representatives from probation, DCFS
other stakeholders, is already conversing about information sharing, including the YASI. Cook
Probation is willing to share the YASI on an individual case basis.

9. The Department should requestto participate in the Gang School Safety Team real tim
monitoring approach for wards with gun/gang/violence activity including related social media.

The Department agrees to contact the CPD Gang School Safety Team and explore access to i
regardng gang violence and shooting victims. The Office of Legal Services will take the lead on-tpllg
DCFS Legal, Operations and the Office of the Guardianship Administrator have begun meetings
Youth Investigations Division. The group will exptoservices that the Chicago Police Department
provide our youth including coordination of services. Meetings will be ongoing.

10. The Department must review all UIRs involving ayouth with a gun or ammunition to ensure that
Administrative Procedure 18, requiring notification of law enforcement, has been followed.

The Department agrees with this recommendation and will send a notice to staff regarding Admin
Procedure 18. The Department also notes that it is actively working on upgrading tisgstdR. To th]
extent that information contained in a UIR indicates a youth in the custody of the Department is invol
a gun or ammunition, Administrative Procedure requires both natification to law enforcement 4§
initiation of additional serges.The Department is in the process of reviewing and updating Administ
Procedure 18.

11. The Department should develop a violence and substance free therapeutic community based mg
similar to a halfway house model for youth 18 and over involved wlit the criminal court system or
dually involved with adult and juvenile courts for crimes against a person. The programming shoul
require that the youth: enter into a nonviolence contract, obtain a minimum of part time employment
participate in continuing education through the City of Chicago Community Colleges (technicd
certification program, GED, or Associate Arts degree) or credit recovery or alternative schod
programs for youth who can earn a high school diploma. The therapeutic model should cleardgfine a
no-violence contract with each youth who entesthe program. If the terms of the shelter's norviolence
contract are violated the Department should immediately inform the Juvenile Court and Aduly
probation of the violation and the intention of the Department to request termination of the youth's
wardship. Programming should include Safer Foundation and the Isaac Ray Center.

The Department agrees to explore the utility of both the Safer Foundation and the Issac Ray Center
and will develoma plan for a therapeutic community based model for #2QL@ear old dually involved youtj
consistent with this recommendation. The Department expects the plan to be completed by Octobg
and the program operational by April 1, 2017.

The Departmeiis exploring this therapeutic community model. Currently, the Safer Foundation dg
provide housing to our youth, and the Isaac Ray Center has only 4pafient services. It should be nof
that the Isaac Ray Center is developing an outpatientrgrogn the next year, and the Department
continue dialogue with the foundation to ascertain whether and when their program will be useful to of
in care.

The revised Housing Agreement is included in all FY17 ILO/TLP agency program plans.
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OIG Comment:While the Safer Foundation does not provide housing to youth in care, the agency
provide community transition settings and does provide court involved youth aged 1Gth the following
services; interventions that court involved youth inrescould clearly benefit from:

9 Transition Centers, two secure residential facilities located in the Lawndale community w
allow incarcerated individuals, ages 18 and older to serve out the last 30 days to 24 mot
their sentences in a communilyased workrelease setting.

1 Youth Education Program, an intensive GED preparedness and job readiness tra
program. Youth ages 16 to 21 are linked to a Safer Intensive Case Manager upon compleg
the program.The youth can be followed for up to twgears to receive support in continuin
their academic studies, vocational training or obtaining a job.

1 Safer Supportive Services for court involved individuals ages 18 and over. The prof
provides treatment services for substance abuse, anger manageanehother mental health
services.

1 Employment Services offered through Safer Foundation job readiness programs
individuals learn not only job skills but how to respond to questions regarding their crim
background in order to obtain employment.

1 PACE Institute an adult literacy and High School Equivalency preparation program offere
Cook County Department of Corrections (CCDOC) detainees, ages 17 and older who
improve upon their educational level.

In addition, Midwest Reentry and Empoyment Network (MREN) awarded the Safer Foundation pa
through funds to support a grant to Central States SER for programs that help improve the employq
of court involved youth who reside in the Little Village and Garfield Park communities.

12. The Department should explore collaboration with the lllinois DHS Division of Mental Health,
Di vi sion of Al cohol i sm and Substance Abuse,
stabilization strategy for DCFS Cook County young adults with mental illnes and substance abug
problems who are charged with crimesagainst a personthat exclude them from the criminal mental
health court.

The Department agrees to explore collaboration with these agencies to consider strategies that alre
what maybe needed. This recommendation also r
Attorneyos Office and the Cook County Public
lead on follow up

13. The African American Family Commission $iould review the findings in this report to developj
recommendations for legislation or other necessary reforms.

The Department agrees that the findings and

shared with the African American FamiGommission. The Office of Racial Equity and the Senior De
Director of Program Practice will take the lead on follow up. The Department will review
recommendations for legislation or other reforifise redacted report has been given to the Offfdeacial
Equity and the Deputy Bureau Chief of Program Practice for fellpwvith the African American Famil}
Commission.
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OIG COMMENT: The Inspector General met with the executive director of the African American Far
Commission to discuss the findisgand recommendations made in this report. The Commissiof
concerned about the fragility of the community based agencies because of funding shortages,
Commission seeks assurance from the Department that community based agencies will recej
necessary funding to help address teen violence.

LEGAL AND JURISDICTIONAL COMMENTS

While appreciative of the recommendations of the OIG, the Department objects to the OIG repo
following overarching respect:

The OIG acted beyond its statutorytlaority in doing this investigation, and in recommending swee
policy change in this context. The Children and Family Services Act provides that the Inspector Geng

have #Athe authority to conduct i not possible gnsdondac
misfeasance, malfeasance, or violations of rules, procedures, or laws by any employee, foster pare
provider, or contractor of the Depart meéd2does hg

involve an inestigation into such violations. Nor does the report suggest changes that address mis
malfeasance or violations of rulespr ocedur es by the Department.

OIG to investigate wherdeaths or serious inj@$ occur in foster homes, child welfare institutid
independent living programs and other facilities licensed by the Depaywneviien there was an open ca
during the prior 12 months, which was not the situation with all of the deaths investigttisdaport. Also
the recommendations stretch far beyond DCFS, and implicate the functioning of multiple State, Cog
other entities.

The Depart ment requests that , i n accordanc{
recommendations.
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STREET HOMICIDES

OFFICE OF THE INSPECTOR GENERAL
Department of Children and Family Services

REDACTED REPORT

To ensure the confidentiality of the youths in this case, names have been changed and are
fictitious.

File: 20162602
Subject: Homicides of Wards
INTRODUCTION

The murder of a youth in care of the Department who was killed by a Chicago Police Officer has
become a catalyst for reform within the Chicago Police Department and the Cook County States
Attorneyds Of fi ¢ @.cauddipaise doethet Deparsntert of|CHildrenlaisd Family
Services and be a catalyst for change within the child welfare and juvenile justice systems. The boy
was one of 11 youth who were in the Relpandt ment &s
2015.With the exception of this boy, the youth in this cohort were the victims of peer street violence.
The Office of the Inspector General conducted a cohort investigation on these killings. Most of the
youth lived and came from severely economically disadget neighborhoods. The structural and
environmental factors in these neighborhoods create and reproduce urban poverty. Most of the youth
struggled in school with poor reading and math scores that were identified early on without
meaningful interventionshe families in their neighborhoods face the toxic stress of guns and gang
violence. The inequities inherent in these neighborhoods include failing schools, lack of economic
opportunities, and paucity of recreational and other supportive social insstutMile the city of
Chicago acknowledged that a safe passage was necessary to get children to and from schools, no one
assured that safe passage was arranged for children to engage in recreational or supportive
educational programs. While there are resesirin these communities, such as The Boys and Girls
Clubs of Chicago, these agencies receive no public funds to provide safe transportation despite the
daily sounds of gunfire. The Department is well aware that as early as the third or fourth grade, if it
children cannot read or keep up with math abilities of their classmates, the likelihood of the child
dropping out of school increases exponentially. Gangs become an attractive avenue when a youth
faces school failure. While Title XIX (Medicaid) fundingrc provide some support for interventions,

it will not support either prosocial recreational programs or safe passage, and so is an insufficient
remedy to the lure of gangs and guns in disenfranchised communities. Four of the youth in this

cohort who livedin these highh i sk nei ghborhoods came back into
di srupted adoptions or guardianships. Sadl vy, t hr
removal when the family became fri gdessdongerd. by t he

The fourth relative caregiver passed away. While two of the families requested

'On August 23, 2016 Governor Bruce Rauner signed an Exe
the stateo or fAward of the Departmento used within the
This report predated the Executive Order
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adoption/ guardianship service assistance, the in
vulnerabilities nor the lure of the gangs

Many of the youthin the cohort had access to guns and as one explained, when he had his gun on

hi m, il get respect. o With the exception of one
youngest of the cohort who had no substance abuse problems, all of the youthnijsedar&most

daily. Marijuana and alcohol can deaden the humiliation from school failure while contributing to

further academic failure. It can soften the toxic effects of an environment besieged with violence
whil e putting t he Twoybuthwihalhadcbmpietaed shbstanee Glzuse weaynent

voiced realistic concerns about relapse if returned to their previous placements. Neither was given the
opportunity for young adult substance abuse transitional living programs.

The Chicago Reporter cently described the high rate of unemployment in many of these
neighborhoods as a product of a perfect storm of issues including disinvestment, poor public schools,
and high incarceration raté3he majority (9) of the youth in this cohort were 18 ardknl entering

young adulthood with no employment skills. Only two had held jobs, and even then, they were only
for a few weeks. The majority had been involved with the juvenile justice system, with some moving

to the criminal justice system, thus headimgvdrds lessening employment opportunities. The
Department does not contract with existing resources such as the Isaac Ray Center and the Safer
Foundation for mental health and employment resources, despite their expertise with this population.

The Office of the Inspector General previously recommended violence prevention programs and
interventions for violent youth offenders to the Department. Many Department of Juvenile Justice
agencies have implemented aggression replacement and moral reasoning prograh@sce the
concept of restorative justice. The Office of the Inspector General has issued numerous Investigative
Reports on violence. Following the murder of a female ward by another female ward, the Office of
the Inspector General recommended that@epartment determine the size and scope of its violent
youth population and those youth at high risk for violence in order to intervene effectively while
assuring the safety of the community. Tragically, the single female in this FY-1Z0téhort
mirrored t he previous I nspector General 6s i nvestiga
substances, was involved with adult criminal court, and so threatened other youth in her living site
that orders of protection were filed. She was murdered while ahe&inlently attacking a citizen.

As late as June 2015, the Office of the Inspector General repeated its recommendation that the
Department needs to consider not only the safety and accountability of its young adults but also the
safety of the community:

The Department should develop a violeffiee stabilizing center for the older youth (over
17) involved with the criminal court system or dually involved with adult and juvenile courts.
The programming of the shelter should model a Safer Foundationaappithe staff should
work with Cook County Sheriff, Criminal Court personnel and Probation. The stabilizing
shelter should clearly define a no violence contract with each youth whe tvgqrogram.

If the terms of the shelter's nowriolence contract r@ violated the Department should
immediately inform the Juvenile Court and Adult probation of the violation and the intention
of the Department to request termination of the youth's wardship.

Lynch, L. R. (2016, March 29). On Chi c aTgeo@GhikagoNe st Si de
Reporter Retrieved from http://chicagoreporter.comfdricagoswestside-no-reboundfrom-the-recession/
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EXECUTIVE SUMMARY

This report examines the homicide deathdd DCFS wards killed during FY 2014 and 2015. A

brief synopsis of each youtho6s <case is provided
recommendations.

Gael
Early in 2015, 14yearold Gael was murdered in a southern suburb of Chicago where HdHiee
specialized foster home. A short time after Gael 0

and charged with his murder. They are currently awaiting trial in the Cook County Jail. Gael had
been scheduled to transfer to a new foster homevtek after his death because his foster parent at
that time was in the process of moving out of state.

Gael first came to the attention of DCFS in 2010, when he was 10 years old. He, his parents, and five
younger siblings were found to be living in afes conditions in an abandoned house. All of the

children, including Gael, were placed in protective custody. A subsequent medical examination
revealed that Gael and his siblings had been subjected to significant physical abuse. The parents were

later fond to be depressed and the mother had an 1Q of 65. The children were all placed in foster

car e. Gael 6s case was subsequently transferred t
management after he was placed in specialized foster placement.

Gael had a history of psychiatric diagnosis and medical issues. Prior to DCFS involvement, he was
also diagnosed with Lead Poisoning in 2006 and was diagnosed with Type |l Diabetes in October
2009. The DHFS records available to the Department do not iadicat these were treated and if
follow-up testing was done.

An IEP completed in 2010 indicated that Gael had a full scale 1Q of 89, with a significant differential
between his verbal score of 96 and his performance score of 83. His achievement testt sbate

time were very low: 1.1 in Reading and 2.6 in Math. It was intimated that he had not attended school
for the year leading up to his entry into DCFS custody. Gael received special education services, with
a primary disability of Emotional Disordeand had an IEP at school. The caseworker attended IEP
meetings and noted that Gael was going to be meeting with a teacher after school for extra help. In
December 2013, test scores indicated that his Reading level had risen to 4.4 but his Math score had
declined to 1.3. The school district decided to hold him bacK"igr&de against the school social

wor kerds recommendati on.

According to law enforcement, Gael was a casualty of a dispute between two breakaway factions of a

major street gang. Law enforoent questioned whether Gael was gang involved. However, a

lieutenant of the local police department knew Gael through hidut§f work as a security guard at

Gael 6s middle school . The | ieutenant identified
might have been involved in some-dlflvised activity on social media, he was not involved in any

gang activity, nor was he prone to aggressive behavior. The lieutenant stated that Gael was visiting a

friend at a housing complex where rivals of thesuspt s char ged with Gael 6s mu
live. Gael is the youngest of the victims in this report, and it appears that of this group, his personal
behavior contributed the least to his being at risk for this type of violence; his victimization was more

related to the community factors where he resided. He was doing well in foster placement at the time

of his death. Statistically, AficaA mer i can youths in Gael ds community
type of street violence.

Luca

Seventeetyearold Luca was shot to death in the summer of 2014, one block from the home of his
godparent. The police reports described him as having been engaged in conversation with several
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unknown assailants who were in a black van. A second victim, the son of the godpa®n
wounded but survived.

The family came to the attention of DCFS in 2007 when the mother was indicated for inadequate
supervision. The mother had left the children with their father, who was unable to care for them. A

second report came early in B@hen a hospital social worker notified DCFS that the mother was

not providing medical care for Lucabs younger si s
An Intact Family Services case was opened and closed within months. The mother was again
indicated for medical neglect in the fall of 2011. A second Intact Family Services case remained open

until the following spring, the same day the hotline received a report that the mother had abandoned

the children. Fifteetyearold Luca and three youngsiblings came into the care of DCFS that day.

The mother was indicated for inadequate supervi si
parents were declared unfit at a neglect hearing in the fall of 2012. His mother remained homeless

and she diedhe next year.

Lucads case was assigned to a private child welf
homes of his aunt and grandmother, but did poorly in both homes, with behavior problems and
runaways. In the summer of 2012, the grandmotharseef to allow him back into her home.

Al t hough he had moved Luca regularly visited his
was moved to the home of his godmother, an unlicensed placement. He stayed there intermittently

until his death. Hisgadot her 6s son had been on probation. A S
Juvenile Probation Department indicated that Luc:
including a conviction for a DUI. She also had been on Court supervision for g lchthege.

For a brief period, the godparent moved to Indiana and Luca was placed in the home of his aunt and

her husband, an unlicensed relative placement. Luca had a difficult time adhering to rules and
expectations in his @ uoonldlieseeran faebookflashingagang signs t at e d
Once Lucab6s godmot her relocated back to Chicago
godmot her requested his placement back with the
home on weekends.

Luc a 6 s i nvol vement wi t h J uv e-old Luea whal sharged avith b e g a n v
misdemeanor Battery and had to appear in Court in DuPage County. He was charged with attempted
robbery later that same year.

In February 2014, tyearold Lucareturnedthi s godparent déds home. The <cas
have concerns. During a visit early in 2014, she smelled marijuana and suspected Luca was high. At

a status hearing in spring 2014, the Court Appointed Special Advocate expressed concerns about

L u ¢ a 6 snvolyaanerg and the area of Chicago in which he was living.

Luca continued to attend a therapeutic day scladal offcampus site of high school while living

in Chicago. He was in an eflampus program because he had been previously expelled ifsbm h

school for possession of marijuana. For a few weeks, Luca also had a part time job at a restaurant.

The agency provided transportation to and from school. Luca graduated from high school in June
2014, shortly before he waswitmicadveen kedvas kileid.dHe g od mot |
left the scene of the murder and was found with a gunshot wound by the police and transported to the
hospital.

Peyton
A Chicago Police Officer shot and killed-Y@arold Peyton in the fall of 2014.
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Peyt on 6, s DOFS wardeat the time, was 15 years old when she gave birth to him in 1997. The

mother and her siblings became DCFS wards less than a year earlier when their mother gave birth to

a substancexposed infant. The maternal grandmother had a long histodyug abuse and an
extensive criminal record and gave birth to her f
time in foster homes, including the home of her maternal grandmother. The teen parent received
services through a child welfare aggnvhen Peyton was born. She gave birth to his sister three

years later.

Seven months | ater, the mother | eft Peyton and hi
burned her leg on a radiator. The mother was indicated for inadequate supemndi®eyton and his

sister were taken into care. They were placed in several foster homes, including the relative foster

homes of the paternal gregtandmother and that of the maternal gigrandmother. The court

returned both children to their mother.

Thirteen months later, the Department indicated the mother for physical abuse after she and her
boyfriend beat Peyton in front of staff at his daycare center. Protective custody was taken of Peyton
and his sisterand hey were placed in a traditionalster home. A month later, they were moved to

the relative foster home of their greagandmother after Peyton reported that he had been sexually
abused in the foster home.

DCFS vacated guardianship of Peyt onosrecanet her wh €
services as a parent. Peyton and his sister remained in the home of thejrayjrdatother. The

mother struggled with homelessness and substance abuse and did not visit consistently. A
permanency goal of subsidized guardianship was establishd®ejoon and his sister three years

later.

In 2008, guardianship was established with their 74 year oldgraadmother. She received $422 a
month. The greagr and mot her 6 s da uayft,twag estabislkeey inocouit @s ther e a 't
backup caregiver.

After DCFS involvement ended, Peyton continued to have behavioral issues in school and home.
Peyton had consistent problems in school with truancy, behavioral issues and poor academic
achievement. He finished elementary school at a school designediltiverciwith academic and
behavioral problems. He did poorly in high school. He was assigned to an alternative school for ninth
grade. Peyton had suspensions and expulsions. He received special education services when present
at school. He began using surstes by the age of 12 when he reported beginning daily use of
marijuana. He also used PCP.

Peyton was first arrested at age 13 for drug possession. In 2012, he was placed on probation on a
juvenile petition for Possession of a Controlled Substance. ®titioms for violation of probation

were filed, one of which resulted in Peyton being sentenced to Intensive Probation. The second
violation recommitted him to probation just before his death. While he was involved with the
Delinquency Court, Peyton hadveeal warrants issued for his arrest. He also spent a significant
amount time in the Juvenile Detention Center.

When Peyton was 15 years old, his gigr@ndmother passed away. Peyton was released from the

Juvenile Detention Center to see her before bathdand to attend the funeral. Immediately after, he

cut off his electronic monitoring bracelet and went on run. When he was apprehended, he was once
again placed in the Juvenile Detention Center. /
mother reprted to the Department that the grgeindmother had died and she was requesting that

the subsidy be transferred to her as Peyton was now staying with her. The mother had petitioned the
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court to have him returned to her custody. Despite having been retbd backip caregiver, the

great aunt told Inspector General investigators that the Department did not contact her regarding
Peyton and his sister being placed with her. The court found the mother unfit and returned Peyton
and his sister to the custodfyDCFS.

Peyton remained in detention. His sister was placed in the relative foster home of their maternal
uncle. Peyton joined her there after he was released from detention. Peyton was referred to a foster
care program for DCFS youth involved in thergnile justice system. In the fall, he was enrolled at

an alternative high school. Between his enrollment and his death, he was suspended twice. Peyton
continued his involvement with a behavioral health clinic for services but was inconsistent after he
moved to his foster home. Two weeks before his death, his caseworker took him to an intake
appointment for services. He was scheduled to begin twéekly services, but had not started
before his death.

The unclebs home r emai ntadtl thedimea of hisSdeathoHefwiascalsa | pl ac
spending a significant amount of time with his m
mot herds custody after Peytonbés deat h.

Roland

Eighteenyearold Roland was murdered in the summer of 2014. He shot severdaimesin front

of the home of his grandmother and aunt on the southwest side of Chicago. His murder remains
unsolved, but police believe it may be gang related. Police reports indicated that he was a member of
a faction of a major street igg.

Between December and April, a few years before his death, the Department initiated four child
protection investigations on his mother. Two were indicated and two were unfounded and have been
expunged. In April 2012, while Roland and his older sigtere at school, their mother moved with

the two youngest children to a new home and did not inform the older children. During the
investigations, his mother reported that Roland vandalized the apartment and she was facing eviction.
She also reported he wasfusing to take medications. Prior to DCFS involvement, Roland was
psychiatrically hospitalized in 2008 for aggressive behavior at both home and school. He was
hospitalized again and diagnosed with Mood Disorder and Impulse Control Disorder. According to
the integrated assessment, Roland had been treated for lead exposure as an infant. All the children
were screened into court.

Prior to his involvement with DCFS, Roland had juvenile arrests. Juvenile Court placed Roland on
Probation, the result of hisatiing been found guilty of Attempted Residential Burglary and Criminal
Damage to Property. Prior to DCFS custody, the delinquency judge had appointed a maternal aunt as

a temporary guardian. Rol andbés si stenroflevyear al so | i
old Roland and his sister in 2012. At that time, their aunt indicated that she was unable to be a long
term caregiver. She complained of Rolandbs aggres

school. The 1§earold sister refusedervices and made her own living arrangements with relatives.
She complained to investigators that the mother had abandoned them in this fashion before and that
she had beaten them with extension cords and belts. She eventually entered the Youthen Colleg
Program.

Roland was placed in the detention center. Eight days later, he transferred from the Juvenile
Detention Center to a detention alternative program. In the fall of 2012, was placed in a residential

drug treatment program. He remained in thagpmm until early the following year, when he was
successfully discharged. Rol and transitioned to
recommendati on. Rol and relapsed soon after retur
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exhibitingothepr obl emati ¢ behavi ors. He was moved to his
removal.

Roland was placed at a youth shelter. He remained there until late summer of 2013, when he was
placed in a residential treatment center. He did well at the ndiHdreatment center but
consistently reported that he wanted to leave the program when he turned 18. His juvenile probation

was terminated while he was at the residential treatment center. His mother picked him up from the
facility on his 18 birthdayand t ook hi m to her home, against his

Rol and remained in unauthorized placement at vari
his death the following summer. He briefly attended school in the spring of 2014addrdpped

out following his arrest for Possession of a Controlled Substance and Trespassing. He was briefly in

Cook County Jail. The caseworker maintained contact with Roland and his mother. Case notes
indicate that Roland agreed to be placed in a Tiansit Living Program (TLP) and to enter the

shelter system to facilitate that move. He later refused to accompany the caseworker to the shelter
despite having previously agreed to do so.

The day before Rolandds de atthrstafftstating Rolandlarethis r e c e i v ¢
mother had come to the shelter requesting services but there was a delay with the authorization
process. A second shift worker at the shelter had found an open bed at one of the shelters, but Roland

and his mother had lefind the case manager could not reach Roland, and his caseworker was still

working on authorization. They planned to continue the process the next day.

The mother reported that the caseworker told her to take Roland to the shelter, not necessarily on that

date but when the opportunity presented itself. She stated that she and Roland were at the shelter for
several hours but the intake worker reported they could not get authorization to place him. The intake

worker said she told Roland and his mother tarrethe next day. The mother took Roland to her

mot her and sisterb6s home on her way to wor k. |t
murdered the following morning. Before the caseworker was notified of his death, he had been
seeking approvalforRalInd 6 s pl acement that morning.

Since Rol andds de a-ssued the directive that ihis rfotmecasstary lloaantaat the
caseworker to place wards who have walked into the shelter. It states that the shelter intake will
receive all the nessary documentation to place the ward from the Child Intake and Recovery Unit
and that unit will notify the caseworker.

Trey

In the spring of2014, 18yearold ward Trey was murdered outside a D&Efded facility in
Chicago. Trey had multiple gunshot wals to his head, chest, and arms. Police found 9 mm shells at
the scene. Trey had moved into the Transitional Living Shelter from a group home two weeks earlier.
The Chicago Police Department homicide case incident report listed him as a member of a major
street gang.

Three years before his homicide, a dependency petition was filed and the court granted DCFS
temporary custody of the sodo-be 16yearold. Trey's grandmother, his adoptive parent, could no
longer care for him because of his sstcial béaviors, gang affiliations, and her increasingly failing
health. The grandmother had a prior history of aortic dissection and had recently been diagnosed with
heart failure. The grandmother had contacted the Department approximately one year earlier
requesing assistance with Trey. The grandmother told DCFS that Trey had severe behavior
problems, had been suspended five times, and had stolen her car.
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Trey, who had been born substance exposed, had previously entered foster care at 3 years old when

his mothe abandoned him in a drug house. After a temporary foster placement, he was placed with

an uncle, where he joined hisydaro| d br ot her. Treyds maternal gran
home and later adopted him. While living with his maternal grandmoffrey received special

education services to address emotional and learning disabilities. In sixth grade, he read at a second

grade level. A full neurological evaluation determined that he had a complex developmental
encephalopathy, most likely secondamyapparent multiple intrauterine drug exposures. He was later

prescribed medication for ADHD.

In 2011, after Treybds adoption disrupted, DCFS pl
weeks of the placement, the family requested his remadve. foster mother required emergency

surgery and Trey had brought a gun into the home. Trey admitted to the caseworker that he had a

gun, but that it had been taken from him. Trey was moved to a shelter. Trey admitted to having a gun

at a clinical staffingand stated he was involved with a major street gang on the west side of Chicago.

There had been several deadly gang outbursts and he felt he needed the gun for protection. Despite
Treybdbs admi ssion of gun possessiSoAroceducehlB that wel f ar
addresses how to handle wards in possession of guns, including notification of local authorities.

During this time, Trey also reported daily marijuana and alcohol use. He remained in placement at

the sheltefor approximately four mon but he was reported absent regularly. The Chicago Police
Department arrested him three times in a 4ulag span and brought him to a holding facility on

charges of battery, possession of cannabis, assault, and criminal damage to property. Trey choked a

peer in during his last month at the shelter.

Trey moved into a group home in the fall of 2011. Trey was enrolled at a high school with special
education services. He did well during the first six weeks of school, but demonstratedcaiti
behavior amoss the school and group home settings within a few months. He was arrested multiple
times for aggravated assaults. Trey was also hospitalized fosamii behaviors, including
aggression towards group home staff and peers, regular marijuana uselopemeat. The
assessment tool for hospitalization noted that Trey reportedly had a weapon and was gang involved.
Following discharge, he resisted treatment and failed to take his medication consistently. He had his
first court date on aggravated assaull apsault late in 2012. The case manager had pressed charges
against Trey during the previous winter after he pulled out a lighter and lit it two inches from his case
manager o0s face while threatening to s#tHeher on f
received supervision with a probation officer for the assault charge.

After discharge, Trey refused coumdered anger management classes and substance abuse
treatment. In fall of 2012, he violated his supervision for failing to meet his poabeztficer, and the

judge ordered him to the evening reporting center. He continued to be reported for school infractions,
including aggression to peers, disrespect to teachers, disrupting classes, and displaying gang signals.
His juvenile supervision enden the early summer of 2013. That fall, Trey was arrested and charged
as an adult with Domestic Battery. He received court supervision and was again ordered to anger
management classes. The Court issued an Order of Protection against Trey becausiedily phys
abused, intimidated, and stalked ayEérold who resided in the same group home. By the spring
term, his high school transferred him to an alternative school but he refused to attend. He was the
oldest resident at the group home. Trey enteredaasliional Living Facility in Chicago in the

spring of 2014. He was murdered less than two weeks later. In his last contact with staff, he said he
was going to make some money.

Sergio

In late 2014, Chicago Police Department detectives notified resatistdff that 18/earold Sergio
had been found shot to death in an alley. Officers found threeald®r shell casings at the scene.
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During a canvass of the neighborhood, police learned that several people heard multiple gunshots
earlier that morning. fle medical examiner pronounced Sergio dead at the scene and ruled the death
a homicide.

Sergio came to the attention of the DCFS at 16 years old, in September 2012, when the hotline
received a report that the US othenlinaes States bfterchisar r an g e
mother left him in a foreign country. His mother refused to allow him to return to her home, citing

his aggressive behaviors and saying she feared for the safety ofyjbard2l d son, -Ser gi o06s
brother. Sergio later reped instances of abuse at the hands of relatives in the foreign country,

including sexual abuse. The Department indicated the mother for Lock Out and placed Sergio in a
traditional foster home. The foster father agreed to be a temporary placement &mnihget, but

preferred a younger child.

Three months after pl acement, the foster father
taken a weapon to school and the foster father reported being afraid of the teenager. Sergio was
placed at the shelt until a foster placement could be located. During the Integrated Assessment,
Sergio reported weeklynarijuana use beginning at age 14. The clinical screener summarized that
Sergio appeared to have experienced multiple traumatic experighroeighout 1§ childhood that

impacted his emotional and interpersonal functioning.

Sergio remained at the shelter for just over 30 days, until a clinical staffing approved him for group
home placement. The shelter could not locate a foster home, even though §mgedrwanting to

remain in a foster home in the suburbs. Sergio moved to a group home in the fall of 2012 and
attended high school as a sophomore. He often skipped class, received failing grades, went on run
daily, and smoked marijuana. Within the fitsiree months, Sergio required hospitalization for
aggressive behaviors. He was raompliant with medication. Police arrested Sergio twice for theft,
commencing his involvement with Juvenile Services. Sergio received supervision. One month later,
he had ahird arrest for Possession of Alcohol by a minor and retail theft.

Within a four month span in 2013, Sergio was arrested four more times. Three were juvenile arrests
for criminal trespass to a motor vehicle, disorderly conduct, and failure to appeauraitPolice

picked him up on a warrant and he served two days in County Jail. On the fourth arrest, Sergio was
charged as an adult for Disorderly Condbatse 911 call, a class 4 felony. Police had concerns that
staff could not control Sergio. He hadebereported as runaway 84 times in the previous ten months.
Sergio attended court at the end of May and agreed to treatment; instead he was stepped up to a
residential placement.

Sergio was placed at a residential facility, where he remained until thef 2014. Staff enrolled

him in high school as a sophomo&ergio had two additional arrests shortly after his placement at
the facility. In one of these arrests he was charged with battery. That spring, 18 year old Sergio went
on run for approximatelyhtee weeks. During that time, local police arrested him for criminal sexual
abuse, later reduced to battery, for which he received adult probation.

Sergio moved to a residential program for young adults in the fall of 2014 and continued to exhibit
impulgvity, an inability to handle emotions, and poor insight and judgment. He used alcohol and
marijuana. He transferred from high school to an alternative school placement because of behavior
difficulties, but did not regularly attend school. Sergio was canedd absent without leave seven
times, including the day before he was murdered.
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Camryn

In the spring of 2014, 1gearold Camryn was shot multiple times outside of the home of his
girl friend6s si sautematic piBtd &t the seerfballistit tbst showsea thei semi
automatic pistol had not been fired. Before he died, Camryn gave police the hame of the shooter.
Camryn had a total of eight gunshot wounds: three in his abdomen, two in his lower right back, and
three that shattered hight arm. He died during surgery. Law enforcement arrested and charged a
17-yearold with firstdegree murder the following month. The shooter was acquitted, testifying he
fired in an act of selflefense. The shooter testified that Camryn pulled the guwlulg he was in

the car and he fired his gun believing Camryn was going to fire at him.

The Department has a |l ong history with Camrynoés
indicated the mother for inadequate supervision and physical abasedider sibling. The mother

had a history of substance abuse beginning at age 14. She participated in inpatient and outpatient
substance abuse treatment. She relapsed twice. The mother reported having diagnoses of depression
and borderline personalitysrder. She received mental health services from a community agency.
Camryn became involved with the Juvenile Justice System at age 9, after he shot a peer with a bb
gun. He was placed in foster care late in the following year, after a violent episode hehe
threatened his sister with a knife. During his first six months in foster care, Camryn had three failed
foster home placements.

In the summer of 2007, the Department placegddrold Camryn at a residential treatment center.

His mother visited m consistently during his stay. Camryn adjusted to school and his behaviors
improved over time. At the end of 2009,-fdarold Camryn moved to a specialized foster home.
Four months later, he went on run during a family visit. Police picked him up 1Olatayon a
Delinquency Petition, alleging Possession of Cannabis and Cocaine with the intent to deliver.
Camryn admitted a previous history of selling heroin, marijuana, and cocaine when he was 11 years
old. He explained he had been a member of a ste® gnd at times had been in possession of
multiple guns. Camryn was committed to lllinois Youth Corrections, where he remained for six
months.

Upon his discharge from lllinois Youth Corrections in the fall of 2010, soon to be 15 year old
Camryn was plaek at a residential facility, where he receivednaiekly individual sessions and
attended high school. While at the residential facility, staff completed 15 UIRs, including a school
suspension for fighting. His placement lasted less than four months. iCaloped in late December

and was missing for three weeks before he returned in early 2011. He continued to run from the
facility. Camryn was placed in detention that spring and transferred to Illinois Youth Corrections in
the southern region five days dat Sixteeryearold Camryn had 10 adjudicated offenses and five
violations of Probation. While at lllinois Youth Corrections in the southern region, his DCFS case
was transferred to the local DCFS field office. His mother remained in contact with Cautyn,
distance made it difficult for her to visit. While incarcerated, Camryn cooperated with services and
did well in GED classes.

Camryn was released early in 2012 and placed at a group home, where he stayed for two months
before running. His whereaboutgere unknown for over eight months, from spring 2012 to early
2013. During this time, Camryn regularly called his mother and sister. Police picked Camryn up on a
warrant and he was transferred from the county detention center to lllinois Youth Corrddgons

was then transferred to a different locatiithin Illinois Youth Corrections. Camryn attended GED
classes while in lllinois Youth Corrections. At 17 % years old, Camryn was discharged in the spring
of 2013 and went to live with his older sister. Camwanted to attend college and was provided

with information about the Youth in College program. However, his case assignment remained in
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southern lllinois. He enrolled in four classes at College in the late summer of 2013. The college
dropped him for ne-payment Bureaucratic delays were caused by lack of coordination between the
case management agency and Department middle management resulting in failure to provide him
with community college tuition payment forms until the following year. Camryn cosdirio meet

with his parole officer and cooperate with the conditions of parole. He met with his case manager,
who provided him with payment information for community college in the spring of 2014. Camryn
was Kkilled three days later.

Westley

In the fall of 2014, Westley was shot multiple times behind a Transitional Living Placement (TLP).

Westley had been living at the TLP for six months at the time of his death. Police officers arrested

and charged 20 year ol d Edwarrmer. al so a DCFS ward,

Westley first came to the attention of DC&Sa substance exposathnt. SACWIS records indicate
that a family case was open&rdm the fall @ 1995 until the summer of 199The family had no
further involvement with the Department for the nektygars.

In the fall of 2011, a hotline caller reported th
station. He had been arrested for a robbery, allegedly committed at his high school. Westley reported

that his mother had kicked him outloér house a few weeks prior to his arrest saying he had struck

his grandmother. DCFS was granted custody of Westley six days later. He was placed on probation

the following month.

For the following 15 months, Westley was eitberrunor in shelter careOne of his runs lasted for

10 months. He was the subject of several juvenile arrest warrants. He was placéeteattion
alternatives program of the Juvenile Court at the end of 2012. From there, he was placed at a group
home, on the southeast side dfi€ago in early 2013.

Westl eybds initial stay at the group home was char
substance abuse. In the summer of 2013, the delinquency judge ordered Westley to be held in
custody after his probation officerahied the court pictures the youth had posted on social media

depicting him holding a handgun. He tested positive for high levels of THC indicating heavy use of
marijuana. He was released from custody the following month and ordered to cooperate with
treatnent. He wasrdered taattendan evening reporting center program and returned to the group

home.

After he returned to the group home, he was soon charged with two new delinquent offenses. The
first was for robbery and assault of a staff member at thigpgnome, the second was for retail theft.

He pleaded guilty to retail theft; the assault and battery charges were dismissed when the staff
member did not come to court. The court ordered Westley into residential substance abuse treatment
in the fall of 2A.3. He was placed at a treatment facility and remained there for approximately two
months. He successfully completed treatment and returned to the group home despite the fact that
this move was contraindicated for maintaining his sobriety. He told hisvodssr he felt anxious

about returning to the group home. He feared he would relapse if returned to the group home. He was
referred to outpatient treatment as a follopvto residential treatment. However, his attendance was
inconsistent and he soon lapd®tk into marijuana abuse and other problematic behaviors.

% The Community College Payment Program allowstlyaunder DCFS Guardianship enrolling in an lllinois
community college the opportunity to have their tuition, fees, required books, and supplies paid for by DCFS.
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Westl eybs mot her has a documented history of dr
suffered from fetal alcohol syndrome. Early health records do not definitively support this diagnosis,

but the clinician at the group home indicated that some of his learning problems could be attributed

to fetal alcohol exposure. He was never evaluated for special education services while in the care of

DCFS.

In early 2014, 18 year old Westley was recoemded for a stegown to a TLP. He was placed in a

TLP later that spring. His adjustment to the setting at the TLP was reasonably successful.
Nevertheless, he still struggled with his substance abuse issues and did not attend classes at an
alternative hi@ school.

Westley continued to struggle with his substance abuse issues and was in the process of being
referred to a program when he was killed. He seemed to respond to some of the staff. He was referred
by the staff for teen parenting services as he d&earold daughter whom he was not seeing
because he was estranged from the mother. His wanting to visit his daughter motivated him to attend
school regularly again. He also was named as a possible father for another child but a paternity test
proved e was not the father. He had a phone interview with teen parenting services staff eight days
before he was killed.

Isaac

Eighteen year old Isaac was murdered in the spring of 2015. His body was found behind a building
on the south side of Chicago. Accimmgl to withess accounts, Isaac was shot by two young males
who were following him in a vehicle. The driver of the vehicle exited and fired a number of shots.
The passenger also got out of the car, walked with the driver to where Isaac lay prone omtthe grou
and shot him again. Reports from the Chicago Police Department indicate the shooting may be part
of an ongoing feud between a breakaway faction of one major street gang and a similar faction of
another gang.

|l saacbs initial i n wwdn e was 2 montlsiold Aand BiCloBgical anatleer
abandoned him. The mother was reported to have severe addiction problems and had similarly
abandoned I saacbs ol der brother. This ol der sibl
adopted by a relatie . |l saac was placed with his maternal gr

adoptive mother reported that he had been drug exposed in utero. The adoption was completed three
years later. The adoptive mother was provided a monthly stipend of $32@pidr. m

Isaac was arrested for Aggravated Unlawful Use of a Weapon when he was 17 years old. Two

months later, Isaac pleaded guilty and was sentetmgulobation The court also ordered the

Probation Department to complete a Social Investigation forehiiscing hearing in Cook County
Juvenile Court. Whil e conducting the Soci al Il nve:c
adoptive mother had expressed thoughts of killing Isaac. She stated he was breaking her heart
because of his involvementith the streets and the gangs. She was later indicated for risk of harm.

The Delinquency Judge committed him to DCFS. At that time, Isaac was placed atseciadf

facility used as an alternative placement to the Juvenile Detention Center. He wiasré@ris the

Shelter two weeks later. He remained in that placement until his death the following spring.

Isaac attended high school. He had poor attendance, and exhibited aggressive behavior when he was
there. He never advanced beyond ninth grade hefygical testing completed in 2014 indicated that

he had a full scale 1Q of 79. Isaac admitted daily use of marijuana, but he did not participate in
substance abuse treatment.
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While at the Shelter, Isaac was uncooperative with efforts to secure a moanpat placement for

him. According to records from the Child Intake Recovery Unit, Isaac was reported absent a total of
51 times in a five month period. Of these incidents, 18 were for two days or more. There is no
indication of | s & awo Gveeks vpiioe to dia beatl. tResidential fatility staff
indicated that the youth returned to their program but there was not a bed available for him. Isaac
refused their offer of transportation to the shelter. A juvenile warrant was issued for hisartieat

day when he failed to appear for a hearing on his delinquent case. He appeared later in the day and
the warrant was recalled. The case notes indicate that the caseworker attempted to place Isaac in a
Transitional Living Program, but two programs régechim and Isaac refused to consider a third.

Desmond
In the summer of 2015, the body of-g@aro | d Desmond was found on Chica
Police reports described the body as fAburned bey

him based on remnants of clothing. She had reported Desmond missing to the police. The Medical
Examiner listed the cause of death as undetermined and the manner of death homicide.

Desmondds mother had a | ong hi st or y olderbratherv ol ve men
was treated for a spiral fracture of his leg. He had suffered setmmrde burns 11 months earlier,

the result of a skillet falling off the stove. After the second incident, 9 rmldtesmond and his

older brother were placed in the refatfoster home of their aunt. When she requested their removal,

they were placed with another aunt , their mot he.
siblings would be removed from the motherds care

I n 2002, alntabtaimed slidsiklized guardianship of sevengl€abesmond and received

$384 a month. When Desmond was 12, the guardian reported that Desmond began having behavioral
problems. According to reports, Desmond had a brief intervention in 2008 that ednefst
participation in an outpatient program. However, his guardian refused the medication upon
recommendati on of Desmondds pediatrician.

The first of a series of arrests and referrals to Juvenile Court began the month after his discharge. In
April 2008, he was arrested for Criminal Trespass to Land. Five months later, 13 year old Desmond
was arrested for Aggravated Battery after he struck a girl in the head with a bat. He pleaded guilty to
the reduced charge of battery. Desmond was placed on Court SigrerAfter being found in
violation of the Supervision Order, he was placed on probation and ordered to enter residential drug
treatment. While at the residential treatment center, Desmond admitted to smoking two marijuana
blunts daily. He was dischargexpproximately three weeks later for aggressive behavior toward
peers, and failed to complete the program. That winter, he was placed on probation for Robbery.

Desmond had a long history of failure in school. He attended 10 different schools anddfailed t
achieve in all of them. He was expelled from Chicago Public Schools in 2009 because of alleged
gang activity. At the time of his death, he had failed to graduate from high school or earn a GED.

In 2010, his guardian petitioned the court to have herdiaeship of Desmond vacated. Both
Delinquency Court and DCFS provided services in an attempt to stabilize the placement. Multi
Systemic Therapy was ordered through Delinquency Court and DCFS arranged for Adoption
Preservation Services. After a search amatrwas executed on her home because the police believed
that Desmond had hid a gun used in a murder, the guardian reported she was threatened with eviction
and wanted to give up guardianship. DCFS assumed guardianship of -thdyBasmond.

Because of is dual involvement with the Child Protection and Delinquency Courts, Desmond was
referred to the foster care program for DCFS youth involved in the juvenile justice system. Desmond
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was initially placed at the Shelter from which he frequently ran. He laaegin his first specialized
foster home in the summer of 2010. He was required to take part in meetings at the agency offices
and participate in the youth advocate program for which he would receive a $300 monthly stipend.

Desmondo6s b e thafesteocare prdgrianh fer DCHS youth involved in the juvenile justice

system ranged from noncompliant to aggressive. Multiple specialized foster parents requested his
removal. A violation of probation was filed in the spring of 2011 alleging that Desrhadd
threatened his caseworker. Program staff would at
participate, but he would become combative and threatening and staff would acquiesce. On one
occasion, he threatened his caseworker verbally in heeddfid then reiterated the threat in a text

message when he was refused his stipend. There are references in the case notes to the caseworker
meeting Desmond in the community and giving him the stipend despite his lack of participation. In

early 2012, Desmal was sentenced to the Juvenile Detention Center and his probation case was
closed. This ended Desmonddés involvement with the

Over the following years his pattern of roompliance continued. He cycled in and out of various
foster hones. Desmond became a father in 2012. He was offered services for teen parents but refused
to participate. In 2014, he was arrested for Domestic Battery after he assaulted the mother of his child
and spent time in Cook County Jail. Desmond pleaded guiltyveas sentenced to Conditional
Discharge and Jail. There was also a protective order issued for the victim.

When he was 20 years old, Desmond attended a clinical staffing with his caseworker. The case note
from the meeting reported that Desmond, thoufficially placed in a nofrelative foster home on

the south side of Chicago, was not staying there regularly. It was reported that he often stayed with
either his girlfriend, the mother of his chilayr a cousin. During the meeting Desmond agreed to
enroll in a GED class and was once again informed of available teen parent services. A Youth
Transition Plan was completed and Desmond was informed to appear at a permanency hearing the

foll owing week. Desmond fail ed t oremainderdghedayt he hea
before. There was no further contact with Desmond before his body was discovered. The case note
describing this hearing was the | ast entered in I
days later.

Maliyah

Twentyyearold Maliyah died after being stabbed during an altercation. According to Chicago

Police Reports, Maliyah accompanied two friends she knew to an alley in the neighborhood. The
group had arranged to meet another peeththdther e. Or
peer on Facebook. Police reports state the trio cornered the man. Maliyah punched him first and the

two others followed, punching and kicking the man. The man being attacked removednahtwo

pocketknife from his boot, stabbed Maliyah in the chestd then stabbed the two men before
escaping. He called 911 once on the train. One of
the arm, chest and back; the other suffered stab wounds to his face. The two friends were arrested and
charged with élony murder.

Mal i yaho6s mot hotdrwhew ahe gatebbirtty te &ar. sSThe mother later reported that
Maliyahdés father abused her and after having anot
was two years old. The Department has not leddact with the father and Maliyah was inconsistent

as to if she had contact with her father. Maliyah was known to the Department since at least the age

of five years. The mother reported to Cook County Special Services that Maliyah has a history of
sexualabuse beginning at age 3, when Maliyahés baby
report did not provide further details and there does not seem to have been any DCFS involvement at
this time. Mal i yahdéds stepf at m&001 butchad been ihdicatedd ed f or
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for risk of harm. Maliyah displayed sexualized behaviors and eventually an unknown perpetrator was
indicated. She became a ward at age 9, when her mother was indicated for inadequate supervision
and was not cooperating withrsices, including those for Maliyah. Her siblings also came into care.

Between 2007 and 2014, Maliyah was psychiatrically hospitalized over 30 times while moving
between five different residential facilities. Maliyah had a history of sexual abuseaanthirsevere

mental illness, substance abuse and violent behdWba.| i yahoés five siblings ev
per manency, four returned to the parents and one
mental health problems kept her in the syst@he family case closed in 2011 and a goal of
independence was entered for Maliyah six months later. One of the facilities in which she was placed

was an out of state dialectical therapy residential program that she first entered at age 14. Over 15
months, she moved between hospitalizations baedavior therapy residential prograBhe moved

into a residential treatment home when she was fifteen years old. She continued to require placement
changes and hospitalizations. She was psychiatrically hospitdi&enore times before moving to a

treatment program for the mentally ill.

Maliyah had been detained in juvenile detention centers in 2010, 2011, 2013, and 2014. Maliyah had
four arrests as a juvenile and two arrests as an adult before movingreettment program for the
mentally ill. The reasons for arrests included kicking a police officer and physically assaulting a
residential staff member. Just prior to admission in the treatment program, Maliyah had been placed
on adult probation for a forcibkelony, aggravated battery.

Maliyah moved to the treatment program about a year before her death. Prior to admission, she had

earned over eighteen credits, putting her less than six credits short of graduation, and wés at a 12

grade level. She had atied a high school with 120 students through the Special Education
Associati on. Her | EP states, Al Mal i yah] requires
intensive behavioral supports in placegramo mai nt a
worker enrolled her in the local school, a school with over 1500 students, Maliyah did not attend.

Maliyah was expected to get herself to and from school using public transportation. She enrolled in a

GED program in the month before her death butriwidtarted.

The twelve months that Maliyah was at the treatment program included four hospitalizations, nine
unauthorized leaves, and three arrests. She continued her assaultive behavior and destroying property

when she became angry. Maliyah had iritigl been accepted into the t
Transitional Living Program. Despite the staffds
medication and her behavior escalated. During her time there, she was placed in more structured
residential placements. Within three months of being placed there, Maliyah had stolen another
residentbés cell phone. Staff intervened to preven
was charged with theft.

Less than a month prior to her "2®irthday, according to a Chicago Police report, Maliyah
threatened physical violence towards another resident. Maliyah was arrested for simple battery and
spent a night in Cook County Jail. The following day, Maliyah was released from jail eBcard ]

She retured to the treatment program seeking out the peer she had been fighting with the day before.
She punched a staff member several times in the head and face, and damaged a fax machine and
computer monitor. Police were called and she was psychiatrically &iggait

* Although one integrated assessment indicated that Maliyah reported she was transgewaenkerasdid not
confirm this.
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A week after her birthday Maliyah was arrested for a third time after attacking another housemate,
striking her head with a garbage can lid and punching her in the face. Maliyah was taken to Cook
County Jail where she remained for a little mdrant a month. During the course of the arrest, a
bench warrant in another jurisdictowas discovered. After her release from Cook County Jail,
lllinois State Police transferred Maliyah to the other jurisdiction to answer for the warrant there. She
pleadedguilty to violating probation and was held in that County Jail before returning to Chicago.
The three Cook County charges were still pending at the time of her death.

Placement options for Maliyah became limited after she was banned from the treatnzegtp a mo s
residential sites for threatening staff and she was not allowed at other sites after the resident she had
attacked obtained an order of protection against Maliyah. The treatment program notified the
Department they had no placement for her witthieir facilities. They determined they could not
serve her in their residential or transitional living programs because of her escalating violent
behavior. They would have to move her to the community and serve her through their outreach
program. She movetio DCFS Shelters. The treatment program, working with DCFS to find
placement options, had to place Maliyah into a single room occupancy hotel not affiliated with the
treatment program or any other service provider. Even those options were limited. Nialiyalo
income and it was unlikely she would qualify for social security income as she was not compliant
with treatment or medicatich.

Less than a month after being released from
administrative building. Whetold that she could not have money, Maliyah had an outburst, choked

a staff member, and destroyed over $1000 worth of furniture. Police were called and they advised
staff to have her hospitalized instead of arresting her. Treatment program staff fittiicn to

initiate involuntary hospitalization. When released from the hospital a week later, she moved to the
single occupancy room building. Staff made a plan to meet her in the community, not in her
apartment, because of her previous violent outhurStee had been out of the hospital for
approximately six weeks when she was killed.

The initial daily log entries at the treatment program described her as accepting direction from staff,
socializing with other residents, and having a good sense of hyatdvialiyah did not continue that
pattern. Despite Mal i yahos viol ent behavior,
program workers described her, as others had before, as engaging but unpredictably aggressive.
Although she attended theramynly sporadically, her therapist noted she voiced remorse. Staff
reported that she responded well to strong relationships. When she had more access to the community
and was off her medications, she became violent towards staff and other residents. 5ktabiEgp

away from her placement more often. She reported regularly using marijuana, alcohol, and other
drugs when they were available. She did not feel as though she needed medication. Workers noted
she often spoke about her gang involvement and hegadioihs to the gang. Police do not suspect

that the altercation that resulted in her death was gang related.

ANALYSIS
All but one of the families in this investigation lived in high poverty communities. Four of the
homicide victims were under the age3oivhen they first entered the child welfare system. Isaac and

® Maliyah was sentenced to probation for a charge of Battery that occurred in another county. She violated the
terms of her probation by failing to appear to Cook County probation after moving to the treatment program. A
warrant was issued in that county on January 23, 2015. According to county court records, she appeared before
the court on March 27, 2015 while in custody.

® The treatment program was paying for her placement, but many single room occupancy hotels require a
resident to have proof of income, such a social security income.
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Desmond entered state care during infancy. Peyton and Trey were 3 years old at the time they
initially came into state care. All four of these children were eventually placed with relatives who

became their adoptive parent or subsidized guardian. The remaining seven entered foster care well

into school age. Two of the youth, Maliyah and Gael, came into state care between the ages of 9 and

10. Mal i yahoés family hadngintotcarec Camgrewas 12cyeassolgp r i or t
when he entered care and Westley and Luca were 15. The remaining two, Roland and Sergio, were

16 years old when they first came into DCFS custody. Sergio came into care after he returned from

living in a foreign countr. Isaac was ¥ when he entered DCFS custody.

All were the victims of street violence with the exception of Peyton. Ten homicides occurred in Cook
County; one happened in Winnebago County. Five homicide cases were closed with arrests. This
45% clearanceate is higher than the 26% clearance rate in Chita§eventeeryearold Keaton

was arrested and charged with the murder of Camryn. Keaton was acquitted of the murder on the
grounds of selflefense. Twentyearold Edward, also a ward of DCFS, is thkeged murderer of
Westley. Both lived in the same Transitional Living program. Edward is in the Cook County Jail
awaiting trial. Gael was alleged to have been shot by 19 and 21 year olds. They are both incarcerated
and awaiting trial. Two young adultages 19 and 20, were arrested and charged with felony murder

in the death of Maliyah. Maliyah and the two young men attacked another young man- In self
defense, he stabbed Maliyah and the other two attackers. A Chicago Police Officer has been charged
with the murder of Peyton.

Social, Environmental, and Community Factors

Education and Employment

Of the 10 homicide victims between the ages of 17 and 20, only oneatdld Luca, graduated

from high school. He attended an-cHmpus therapeutic progran @ high school in southwest
suburban Chicago. He was murdered a few weeks after his graduation. Camryn earned his alternative
degree certification while he was in custody at the lllinois Department of Juvenile Justice. He was the
only one in the cohort whhad been sent to juvenile corrections. He had enrolled in community
college when released and completed his own application to secure financial aid, but he had to
withdraw from classes because the case management agency failed to secure his DCFS tuition
payment forms. A year passed before the agency rectified this obstacle. Camryn was killed shortly
before he was to fenroll in college. The majority of the youth had itinerant school histories,
attending multiple schools with low academic ratings. Desnattehded five grammar schools and

five high schools. He had a number of expulsions. Peyton attended three grammar schools and two
high schools. At the time of his death, Peyton was enrolled in an alternative school but was on
suspension on the day he wkdled. Both Desmond and Peyton had their school years disrupted
frequently by stays in the Juvenile Detention Center.

Youth in this cohort faced many obstacles to educational success. Most attended public schools that

have low academic ratings in comnitigs plagued with poverty and violence. They were all

functioning below grade level in Reading and Math. While some were, for a period of time, placed in

a residential program, they returned to Chicago communities upon discharge. Ejglatead

Roland did well when attending a therapeutic school but stopped attending school within three

mont hs of returning to Chicago. Maliyahoés I ndivioc
school successfully enabled her to reach tHedrade. However, Mafah transferred into a large

Chicago Public School. She attended no more than a few days; the Chicago Public School was 10

times the size of her rural therapeutic school.

" The clearance rate for lllinois as a whole is 45%.

STREET HOMICIDES INVESTIGATIVE REPORT 51



All of the victims who were 17 and older were in significant need of vocationalcady and

training. Two of the homicide victims were employed. Sevenyearold Luca worked part time in

a restaurant for a few weeks before he was killed. Camryn had obtained an alternative degree and
attempted to enter the Job Corps while he was wgaftin the college assistance, but was denied
because he was still on parole. According to case notes, Desmond, age 20, was employed for a total
of two weeks before being fired and he never obtained new employment.

The combination of unemployment and laifkenrollment in school is commonly referred to as the

ADi sconnection Rate. o This rate is very high f
agesof 16 and 24Chi cagoods overall Di sconnection Rate is
metrgolitan areas in the United States. However, for young African Americans, the Disconnection

Rate sits at 24%, making it the sixth most disconnected among 25 metropolitan areas in the United
States for this population. The Disconnection Rates in the cortisgimihere most of these wards

resided was significantly higher than the rate for the rest of the city. In South Lawndale, for instance,

the Disconnection Rate is 35%. It is similarly high in Englewood and other communities with a high
African American poplation? Youth Disconnection is a significant risk factor for recidivism and

violence. As Disconnection was a factor for the majority of these youths, it needs to be addressed
more effectively. Programs such as Safer Foundation, specifically designeddtess the
employment deficits of young adult-effenders, need to be applied to this young adult population.

o

Lead Exposure

Thirty-six percent (4) of the youth had a history of lead exposure. Gael, Desmond, and Roland lived

in the city of Chicago at htime of their positive lead testshieeyearold Trey was taken from a

drug house on the Westside of Chicago, and tested positive for lead six monthBUsteg. the
integrated assessment, Rol andbés mohinfentforhighport ed t
lead levelsGael tested positive for lead in 2006. At that time, 26% of the children tested for lead in

the Lawndale neighborhoddad hi gh | evel s, compared to 15% city\
neighborhood, Englevaal, 47% of the children tested positive compared to 30% citywide in 2002.

The children of Chicago are affected by lead poisoning at rates twice as high as the national average.

Evens et al. researched the impact of lead toxicity of children in the Chiedzic School syster.

Findings showed lead toxicity was associated with poorer academic achievement in reading and math

and confirmed early childhood lead exposure is a major risk factor for poor academic achievement.

The majority of lead poisoning casa® reported in the neighborhoods of the south and west side of

Chi cago, par t i eincome,rimpgverishiedeneighborhgodssof Hnglewood, Austin, and

Lawndale!* Lead poisoning in these neighborhoods is six times higher than lead poisonthgrin o

areas of Chicago, predominantly affecting black-loaome communitie¥ The lllinois Department

of Public Health reported more than 10,000 children living in Chicago had blood lead levels greater

than the reference point of 5 micrograms per deci{jigfdL) in 2013. Leaebased paint and toxic

dust is commonly found in the housing of Chicago neighborhoods with limited community resources.

8 Youth Disconnection. (2016)Measure of AmericaRetrieved fromhttp://www.measureofamerica.org/
disconnectegouth/

® ibid

1 Evens, A.Hryhorczuk, D., Lanphear, B. P., Rankin, K. M., Lewis, D. A., Forst, L., & Rosenberg, D. (2015).
The impact of lowlevel lead toxicity on school performance among children in the Chicago Public Schools: a
populationbased retrospective cohort stunvironmental Health14(1), 21.

' Hawthorne, M. (2015, May 1). Lead paint poisons poor Chicago kids as city spends millions less on
cleanupChicago Tribune Retrieved from http://www.chicagotribune.com/newdéetdpoisoningchicage
met20150501story.htm

12 Epton, A., Bordens, A., & Hing, G. (2015, May 1). Chicago lead poisoning rates vary by location,
time.Chicago Tribune Retrieved from http://apps.chicagotribune.com/news/watchdog/chieago
poisoning/index.html
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This exposure is the primary cause for Chicagobs
on the Section8 federal housing policy to subsidize housing for families with-ilovome.

Unfortunately, these are the living spaces that are exposing children to lead, and once detected, it is
often too |l ate to reverse the nsedaveloping lwdiit a l eff e
Research had linked lead poisoning to developmental delays, academic difficulties, violence, juvenile
delinquency, and emotional and behavioral problems. According to Lead Safe lllinosoisaaing

can cause brain and nervous systtamage resulting in speech delay. Lead poisoning has also been
associated with inattention, impulsivity, delays in reaction time, and hyperactvign children

with lead exposure belothe threshold of 10 pg/dL, will lose 5 to 7 1Q points.

The Centes for Disease Control note that research has not specifically examined the imgeaty of

childhood educational interventions on cognitive or behavioral outcomes for children with lead
exposuré? However, early intervention programs, such as Head Stawve documented
improvements in learning and developmental outcomes in children with developmental delays and
educational deficits. Head Start focuses on chil
service needs, which mitigates socialandecom ¢ f actors that may | imit a
Schnur and JoHn and the Center for Disease Conttalecommend children with lead exposure

displaying emotional and behavioral problems would benefit from early intervention programs such

as Head Starand other special education and enrichment services. It is suggested that a nurturing

and enriched environment may reduce the negative effects from lead exposure. dl@drund

that an attentive and supportive home environment led to improvedtimhat outcomes. A

supportive environment included parental support of schoolwork andaextiaular activities. One

of the authors specified the need for an enriched learning environment that could include museums,

art, music, and exerciséenhancedtimulation not readily available in impoverished neighborhoods

where lead exposure is more prevalent.

Prenatal Drug and Alcohol Exposure

Prenatal exposure to alcohol affects a developing embryo as early as the fourth week of gestation,
with midline fadal abnormalities as the first developmental defect obsefvEnis development may

be occurring even before a woman knows she is pregnant. However, the effects of prenatal alcohol
exposure are persistent throughout the pregnancy. Thus, it is imporénplasize that all children

who have been affected by prenatal alcohol exposure do not necessarily have all or any of the facial
features associated with Fetal Alcohol Syndrome [FAS], there are many implications to being
exposed to alcohol while in uterguch as Fetal Alcohol Spectrum Disorder [FASD]. For our

3 Hawthorne, M. (2015, December 31). Fediermusing policy leaves poor kids at risk of lead
poisoning.Chicago Tribune Retrieved from http://www.chicagotribune.com/newsfetleadpainthazards
met20151231story.html

14 Lead. (2016, January 29)Centers for Disease Control and PreventioRetrieved from
http://www.cdc.gov/nceh/lead/

15 Schnur, J., & John, R. M. (2014). Childhood lead poisoning and the new Centers for Disease Control and
Prevention guidelines for lead exposuoeirnal of the American Association of Nurse Practition26¢5),
238247.

16 Centers for Disease Control and Prevention (CDC). (2012). Low level lead exposure harms children: a
renewed call for primary preventioAtlanta: Advisory Committee on Childhood Lead Poisoning Prevention

" Educational Services for Children Affectéy Lead Expert Panel. Educational interventions for children
affected by lead. Atlanta: U.S. Department of Health and Human Services;2015.

BFlam, F. (2016, February 19). Do 6hcago TribuneRetiiemed F1 i nt ? L
from http//www.chicagotribune.com/news/opinion/commentaréetd poisoningwaterflint-children
20160218story.html

9 O'Neil, E. (2010, September 28) Facial abnormalities of fetal alcohol syndrome (EASB)yo Project
Encyclopedia
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population, this is an unknown variable since it is difficult to get reliable retrospective information.
Previous Inspector General investigations found that neither child protection nor caseworkers
correctly request information during the substance abuse screening, nor do they note historical
information about prenatal alcohol use.

One of the 11 youth in this cohort had a confirmed history of prenatal alcohol exposure, but several
mothers had severand chronic drug abuse, sometimes combined with homelessness and
prostitution. The canorbidity of drug and alcohol abuse raises the probability that these mothers
may have drank sometime during pregnancy, placing the infant at risk for FASD.

Dr. Carl Bell has reported that from his work as a consultant at the Cook County Juvenile Detention
Center, he discovered that tlurds to threequarters of the youths have speech and language
problems, Attention Deficit Hyperactivity Disorder, intellectual disghi and specific learning
disorders® He noted FASD as the leading cause of these disorders. Bell also reported that the
prevalence of neurobehavioral disorders associated with prenatal alcohol exposure among children
seen in child protective serviceashthus far eluded detection. However, he noted his experience with
psychiatric clinic patients who have been involved with child protective services suggests that these
rates are also high. Dr. Bell believes individuals with fetal alcohol syndrome haedylgone
undiagnosed, and with no intervention and neurodevelopmental difficulties, they may find it difficult
to be productive adults (i.e. maintain employment étc.).

As FASD is considered to be a continuum disorder, some children will display slefioiany areas

of functioning, while others may display mild problems in one or two domains. Children with
histories of prenatal alcohol exposure may exhibit difficulty in their ability to apply knowledge and
skills, and to process some types of sensafigrination. They may also struggle with symptoms of
inattention, impulsivity, emotional and behavioral dysregulation, impaired working memory,
planning, and organization.

Research has demonstrated that children with FASDs have significant structuralnatidnél
changes in the brafi. Areas of the brain responsible for executive functioning, emotional and
behavioral regulation, and cognitive functioning are particularly susceptible to the effects of prenatal
alcohol exposure. Cerebral damage often tesnla wide range of dysfunction, including: difficulty

with transitions; poor motor planning; poor problem solving skills; concrete thinking (i.e., which may
interfere with arithmetic skills and abstract thinking); attentional deficits; difficulty apglgarning

to different situations; trouble interpreting social cues; problems regulating responses (i.e. to
sensation; explosive tempers; bad judgment); and difficulty following and understanding diréctions.
4 Skills and knowledge may be mastered, thast. As a result, the child may have difficulty
following through with directives. While the child may express understanding of a concept for days
on end, they may | ater subsequently Al oseodo that
patient teaking and reteaching. Regulating responses to various sensory experiences can present
another level of challenge in dealing with the daylay world. As such, he/she needs additional

2D Bell, C. (2014) Fetal Alcchol Exposure Among African AmericarBsychiatric Services$5(5), p. 569

“Bell, C. (2015, July 18). Dr. Carl Bell says fetal
African-Amer i cans s lnquisite http:¥wavw.iaquisitt.com/2262018r-cartbell-saysfetalalcohot
syndromebiggestpublic-healthproblemfor-africanamericanssinceslavery/#OeFso50hisAldI8p.99

% Chasnoff, I. J., et al. (2008). FASD across the span of childhood: A handbook for parents and providers.
Chil dr en OTsiandtee sear ch

% Bell, C. (2014) Fetal alcohol exposure among African AmericdPsychiatric Service$5(5), p. 569

24 Chasnoff, 1. J., et al. (2008). FASD across the span of childhood: A handbook for parents and providers.
Chil drends Research Triangl e
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structure and support to complete more complex tasks and may bemefitifteal cues or breaking
down multicomponent tasks into smaller units.

Gang Involvement

Seven of the 17 and older youth claim specific gang affiliation. All but one of the victims were
alleged to have been peripherally involved with gangs. The meanihggality of gang involvement

has changed greatly during the past decade in a way that has perhaps put youths, such as these
victims, at an even greater risk for violence in these communities. Previously, large swaths of the
inner city of Chicago were cawidled by large, welktructured street gangs. These were organized
around a criminal enterprise, namely the street sale of illicit drugs.

In recent years, these gangs have broken up into small cliques who claim to control small patches of
these commuriis, frequently confined to a few square blo€k3hese groups are loosely organized

and not necessarily around a specific criminal activity. This development has put youth in these
communities even more at risk. Merely traveling around their neighborlmodoot, can be a
perilous task. The disputes between members of these small factions are frequently petty or
retaliatory in naturé® These disputes are triggered by what might appear to be trivial matters, such as
a previous fight, an insult, or a taudelivered through social media. Lethal violence is, in most
instances, the first resort to settling these disputes. This development coincided with an ever
increasing availability of guns in these communities. These weapons were also characterized by the
enhanced lethality. It was not unusual for youths such as these to hayeowigted handguns,
capable of accommodating maftund clips, in their possession. Thus it was common for the sites of
these murders to be strewn with numerous spent shelgsasi

The proliferation of smaller gangs also presents a significant risk for youth who are placed in shelter
care facilities and group homes. Several of the youth in this cohort investigation complained prior to
or subsequent to being placed in thesdlifees that moving about in that particular area of the city
would be a risky proposition for them. The expression of this fear is, in most instances, real and not
manipulative. In many of these neighborhoods, just being an unrecognized face couldalantsey

The effect that this fear has on the ability of these wards to successfully adjust to a placement cannot
be underestimated. It also impacts their ability to participate successfully in the treatment and
programming being offered to them.

Gun Violence

Gun violence has become ubiquitous in many of the communities in which the youth live, putting

them at an increased risk to be victimized by gun violence. Eighty two percent (9) of this group of
homicide victims died as a result of a gunshot woungdhtewere African American. This is

congruent with both national and local statistics. In 2014, 2,374 black males between the ages of 15

to 24 died as a result of a homicide in the United States. Of these, 93% (2,219) were firearms related.
Includedamongs Chi cagods 436 homicides in 2014 were 83
all but two died as a result of gunshot injury. Of the 488 total homicides in Chicago in 2015, 20%

(96) were black males between the age of 13 and 20. All of these deathgre@am related.

The majority of these victims come from communities with a high minority population and a low
socioeconomic profile. When placed in foster care, transitional living programs, adoptive homes, or

% Hughes, L. A. (2013). Group cohesiveness, gang member prestige, and delinquency and violence in Chicago,
1959 1962.Criminology, 51(4), 795832.

% WeiselD. (2002).The evolution of street gangs: An examination of form and variation.

In ReedW., DeckerS. (Eds.),Responding to gangs: Evaluation and resedmh 25-65). Washington,

DC: U.S. Department of Justice, National Institute of Justice.
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with a subsidized legal guardian, the$éldren are likely to remain in impoverished communities.
All of these youth were placed in communities in Chicago where gun violence is disproportionately
prevalent.

Six of the youths either had a criminal record with gun charges or documentatioroleEment

with weapons in their case record. In two cases, involving Luca and Camryn, guns were found at the
scenes of their murders. In Camrynbés case, the g
person charged with his murder testified that€Cann had pull ed a gun on hi m.
unclear if the gun was his or belonged to the son of his unlicensed caregiver, who was wounded and

fled the scene, or to their assailant.

Four of the victims previously had indications of gun posses$\mstley had a posted picture of

himself holding a gun on Facebook. A judge ordered him into custody after this picture was
presented at court. In the case of Westley, a UIR should have been generated by group home staff

after they learned that he postld picture of himself holding a gun on social media. Trey brought a

gun to his foster home, prompting his foster parent to take him to the shelter and to demand
immediate removal. The incident generated an Unusual Incident Report, but the police were neve
notified to secure the weapon. Desmondés aunt p et
police searched her home for a gun that had allegedly been used in a murder. Isaac pleaded guilty in
Juvenile Delinquency Court to Unlawful Use of a Waapm forcible felony, after police found him

to be in possession of a loaded handgun.

Unusual Incident Reports of Wards with Guns

Inspector General investigators reviewed 48 Unusual Incident Reports from 2011 to 2015 and
contemporaneous Department castes for the youth involved, where the incident was coded as
ward possessing or having access to a firearm or ammuffit@inthese Unusual Incident Reports
[UIRs], 75% involved youth over 18. Six of the incidents were reported after staff, family,ter fos
parents noted gun activity depicted on social media.

In 1999, the Department issued Administrative Procedure 18 defining the actions staff should take in
response to a ward that has or is suspected to have a gun in their possession. The prasdure dir
staff to immediately contact law enforcement for assistance.

The Administrative Procedure specifies that Department or private agency staff should not search for
or seize the weapon, though they may direct law enforcement to the reported locéitieeros or
ammunition® The procedure is meant not only for the protection of the youth, foster families, and
staff but also for the protection of their communities.

The Office of the Inspector General analysis showed several cases in which lawneafdne@s not
contacted. Moreover, despite the clarity of Administrative Procedure 18 and the severe potential for
harm, Department monitors failed to review the UIRs to ensure that law enforcement was contacted.

Eighteen UIRs did not document any comnaation with law enforcement. Two of the 18 UIRs
reported that staff confiscated a weapon (a .38 caliber gun and a BB gun) with no documentation of
what the staff did with the gun or whether law enforcement was contdotédlo cases, foster

%" The Office of Information Technology Services provided the Office of the Inspector General with the UIRs.

As the sytem had to rely on the coding of the incident, this is likely an undercount and not reliable data. For
example, if the UIR was coded as fAAssault of a ward al
would not have been included.

2 Other duies include completing an Unusual Incident Report and convening a clinical staffing.
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parents contded caseworkers to report that the youth brought a gun into the foster home. Trey, one
of the wards killed, reportedly brought a gun into his foster home in July 2011. The UIR states the
foster family brought Trey to the shelter and called the casewdriethere is no documentation,

either in case notes or the UIR system, that law enforcement was contacted. In the other foster home
case, the only notation about law enforcement is that the foster parents were told to contact law
enforcement. In another s®, staff contacted Project Safe Neighborhood, but did not contact police.
Project Safe Neighborhood will focus on removing the gun from the community, but will not provide
accountability for the youth.

The remaining 13 cases present different responsese of which included contacting law
enforcement. In six of the incidents, staff only document that the youth denied, recanted or claimed
that they no longer had the gtirin five of the 13 incidents, staff searched for the gun or ammunition
themselve¥ and did not find any. In one of those cases, the ward was arrested for battery later that
month, at which time police found a gun in the facifityn another of the cases resolved by search
only, the UIR stated that the ward had pointed a gun at anetident. A search found no gun, and

it does not appear that police were contacted. Less than a month later, police came to the facility and
arrested two wards (including the ward that was alleged to have pointed a gun at another ward) for
suspicion of inelvement in an armed robbery.

In the two remaining UIRs, the only dispositions noted were internal counseling.

Substance Abuse

Substance abuse issues impacted the ability of all of the young adults in this cohort to maintain their
placements, achievecademically, and successfully participate in services to help reach the goals
outlined in their treatment plans. The most common drugs of choice for youths in this demographic
are marijuana and alcohol, with the former predominating. A recent study foandkuse of hard

drugs (cocaine, hallucinogens, opiates, amphetamines and sedatives) is less frequent among African
Americans who had been involved in Juvenile Justice thasHigpanic whites? All 10 youths who

were 17 and older admitted to using maija. Four of the youth were born drug and/or alcohol
exposed and Hatero exposure was suspected in one additional case. Peyton had a history of abusing
PCP, a dangerous, di ssoci ati ve anesthetic. Peyto
grandmaher, had a generational history of PCP and heroin abuse. The Medical Examiner noted the
presence of a small amount of PCP in his system at the time of his death.

Three of the youth were cowmtdered to participate in residential substance abuse trgabyehe
Delinquency Court as a condition of probation. One was discharged from residential substance abuse
treatment for aggressive behavior, shortly after entering. During his five years with the Department,
he never completed any other program, butvas not penalized. Two others successfully completed
these programs, but the Department lacked aftercare sober housing options in which to place them
after they were discharged from treatment. Instead, both were returned to placements that were not
conducve to maintaining sobriety. Westl@yedicted his relapse should he return to his prior group

% One claimed that he had thrown the gun in an alley because he was being chased by police and another
claimed that he had already sold the gun.

% Four involved searctseof the premises and one documented only a search of the person accused. Two of the
five incidents also included counselling the youth internally.

31 The agency completed a UIR regarding his arrest and it is included in the UIRs reviewed; the police had
come to the facility after receiving information the ward was involved with a robbery.

32 Welty, L. J., Harrison, A. L., Abram, K. M., Olson, N. D., Aaby, D. A., McCoy, K. P., Washburn, J. J.,
Telpin, L. A. (2016). Health disparities in drug and alcohol diserders: A 12 year longitudinal study of

youths after detentiodmerican Journal of Public Health
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home. Rol andbés casewor ker strongly recommended
home, because of concerns with both the home and the commuritiyreBpsed.

These cases underscore the need for young adult transitional sober living programs. These programs
could be utilized with DCFS youth and young adults who need to ease their transition into a
substancédree lifestyle. Each of these prograniteoa structured, sober, and supportive environment

with onsite access to outpatient treatment service; individual, group, and family counseling; self
help groups; career/employment guidance and goal setting; incentive systems to encourage positive
goalsetting and reward academic and employment progress.

Peyton, who had a history of using PCP, was not referred for residential treatment. Residential
treatment was not attempted because it was thought his tendencies toward explosive behavior would
precludehis successful completion of a residential program. At the time of his death, Peyton was
receiving substance abuse services from a clinic in Chicago, where his mother also was receiving
services. He had not attended the program for three months prisrdeath, at least in part because

he was placed in a relative foster home in the South Shore neighborhood of Chicago, about 14 miles

away, requiring transfers from train to bus on public transportation. The foster program serving him

atthe time did notrtansport him to the agency for continuit
mother was receiving treatment at the same program, a family treatment model could have benefitted

both. Instead, his caseworker referred him just before his death to atiemitpeogram, closer to

his foster home. Peytonés caseworker did not acco
begun attending sessions before his death.

There was a demonstrated need for effective substance abuse treatment and aftesitemeatran
programming in each of these cases. The remaining six01Z0yearold victims never attended

drug abuse treatment although it was indicated for them. Most felt they did not need substance abuse
treatment and were not cooperative with referi@sgio was to attend treatment as a condition of his
probation; however there was no documentation of a referral in his record and no repercussions for
nonattendance. .

The Office of the Inspector General has made previous recommendations for DCF@hyoulihve
substance abuse problems. The following recommendation was repeated in a December 2014 Report
entitled AANn Integrated Approach to Management of

Interventions for SubstanceAbusing Youth: [For] an adolescent whose behavior

is selfdestructive and uncooperative, but is also using drugs, the Department should
consider filing a petition on the minor as an Addicted Minor (ILCS 705, 40%%

sec) to make use of the authority of the court in servicing such youth.
(Recommended &y 1999, 91G-1520).

Disrupted Permanency and the Lack of Early Interventions

Isaac entered foster care at two months of age after his mother abandoned him with a neighbor and
never returned. The mother had a history of chronic and severe substanc¢habirsduded an
extensive arrest history with convictions for possession of controlled substances and prostitution.
Records from the Department of Healthcare and Family Services revealed that Isaac was born with a
heart defect. Cocaine use during pregyaleads to adverse effects and damage to the developing
heart. Children born to mothers with a history of cocaine abuse have an increased risk for congenital
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heart defectd® * Ventricular Septal Defect (VSD) is one of the most common congenital heart
malformations. VSD is when the wall between the ventricles of the heart does not fully close and
leaves a hol&.*®* Isaac remained in the same relative placement for three years until completion of
adoption by his 40 yeanld aunt in the summer of 2000, whiea was 5. She received an adoption
subsidy of $326. Isaac came back into care after his adoptive aunt with a broken heart threatened the
then 17 yeapld because of his delinquency and gang related behavior.

Desmond entered foster care as an infant ilat@rior indicated reports of abuse against his mother

to an ol der sibling. Desmondds brother had suffer
not appropriately explain. Professionals also reported that the mother appeared to be cognitively
delayed and unprepared to care for an infant. In the spring of 1998, Desmond tested positive for lead
exposure while living in the relative foster home of a maternal aunt. After six years in DCFS care,

De s mond o sold aunt olgtagnad subsidized guardibip of Desmond and his brother. The

subsidy for Desmond was $384. The worker determined Desmond did not have any developmental
needs. The subsidy failed to note that Desmond had a history of lead exposure. Desmond returned to

state care at 15 years oldhen his aunt requested her guardianship be vacated because of
Desmondds antisoci al behavior. He had been expel
disrupted guardianship but his school failure had begun years beforeadeptbn services were

offered after he was embedded in delinquent behaviors and were ineffective.

Peyton came from a family with generational DCFS and substance abuse involvement. At the time of

his birth, Pokl yntothem dvas a Wward of ¢ha rstate. Both she andntheernal

grandmother had substance abuse issues. Peyton was first placed with DCFS at age 3 but returned to

the care of his mother approximately 18 months later. At the age of 5;drmered foster care

because of physical abuse by his mother and bgfribnd. The Department placed him in a

traditional foster home, but he was removed a month later following reports of sexual abuse. The
Department then placed Peyton with his 68 yadrgreatgrandmother. Peyton would remain in this

home i n tudtieneighbarhgadl and Ais gragandmother obtained subsidized guardianship

in early 2008. At the time of guardianship, the gigrandmother was 74 years old caring for 11

yearold Peyton. While the subsidy agreement included weekly individeiabinetherapy it did not

offer a specialized rate for the gregaindmother who received $422 monthly. Because of the
guardianbés age, the Depar tunpe ncta rreegd wierre, d adneds iPgenyattoi
was named as the Backup Caregiver. The great stated that she and the ggrandmother
attended Peytonés final Child Protection court he
for Peyton if the greagrandmother could not. However, when the ggrandmother died five years

later tre Department did not execute the Badk Caregiver agreement. Delinquency court was

unaware of the existence or DCFS' policy of Baigk Caregiver plans. The great aunt was not

% Mone, S. M., Gillman, M. W., Miller, T. L., Herman, E. H., & Lipshultz, S. E. (2004). Effects of
environmental exposures on the cardiovascular systenmrenatal period through
adolescenceRediatrics 113(Supplement 3), 1058069.

3 Meyer, K. D., & Zhang, L. (2009). Sheand longterm adverse effects of cocaine abuse during pregnancy
on the heart developmenitherapeutic advances in cardiovascular dise&¢1), 7-16.

% MedlinePlus Medical Encyclopedia. (2013, November 11). Ventricular septal difginal Institutes of
Health: U.S. National Library of Medicind®etrieved from
https://www.nIm.nih.gov/medlineplus/ency/article/001099.htm

% Meyer, K. D.,& Zhang, L. (2009). Shortand longterm adverse effects of cocaine abuse during pregnancy
on the heart developmeftherapeutic Advances in Cardiovascular Dise&#), 7-16.

% Mone, S. M., Gillman, M. W., Miller, T. L., Herman, E. H., & Lipshultz, S. €004). Effects of
environmental exposures on the cardiovascular system: prenatal period through adolBscksities 113
(Supplement 3), 1058069.
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contacted for placement of Peyton. Heergered foster care with his sister amak placed with a 24
yearold relative who could not control either youth.

Trey, who was born with intrauterine substance exposure, remained in the care of his mother while

s he

Treybs

house

Several months later, while living in a relatiptacement, Trey tested positive for lead exposure.

Trey continued living in the same building when his grandmother became his foster parent. Trey

attended substance abuse tr eat nmetmprovideTr ey d s
difficulty for the youth with both school and behavior issues throughout childhood. At the age of 3,
mot her abandoned him in a drug

on

received special education services to address delays related to his encephalopathy and learning
disability. Trey was adopted by his §@arold maternal grandmother, though she suffered from
chronic heart disease. At the time of the adoption in summer of 2007, the grandmother only received

$301 a mont h. Treyods family r ecialiswpod despitechis| e a st
medical diagnoses, special education needs, and documented substance and lead exposures. Four

years after the adoption, his 64 yedd grandmother said she could no longer care for him because

of his delinquent and garglated beavior.
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Austin ranks 9th out of Chicago’s 77 community areas for violent crimes and 27.2% of
families in Austin live under the poverty line.
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% The gang territory map was created by compiling and aefesencing several online sources:
Chicago Gang Map. (2015 heRealStreetz.corRetrieved from

http://www.therealstreetz.com/2015/05/07/chicagmgmap/
Chicago Gang Map 2015. (2015). [Google map of gang territories retrieved on 2/29/2016]. Retrieved from

60

https://www.google.com/maps/d/viewerinzjXUB8UVgnvM.kMb_DJfSKT2k&hl=en_US
Chicago Gang Map 2015 WIP. (2015). [Google map of gang territories retrieved on 2/29/2016]. Retrieved from

https://www.google.com/maps/d/viewer?mid=zDZvSJjLCDcY.kJt704ch_hqo
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Schools
1o} (2+) McKay Elementary
@ (2) Gage Park High School
il (2+) Ashburn Elementary*
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Englewood ranks 4th out of Chicago's 77 community areas for violent crimes and

45.8% of families in Englewood live under the poverty line.

47 Ambrose 40

Ramos, E. (2016). In Chicago, gangs abgumd there are theyWBEZ 91.FRetrieved from
https://www.wbez.org/shows/wbearws/inchicagegangsaboundbutwherearethey/0d956c2¢e
171a483a8666f5228d98812d
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Dually-Involved Youth

Except for 14yearold Gael, all of the youth were dualiyvolved with child welfare and juvenile
justice. According to information provided to the Office of the Inspector General from Cook County
Probation and DES Legal, there are 95 youth with dual involvement (open cases in Juvenile and
Child Protection Courts). Additionally, judges from Cook County Juvenile Delinquency court have
appointed DCFS guardian of 174 youth who were not previously in DCFS custodgvetovef

these 269 youth, only 156 have an assigned probation officer. Effective collaboration between the
child welfare and juvenile justice agencies greatly enhances the possibility for a positive ditcome.
Nationally, studies show that African Americgauth are overrepresented amongst those children
who are involved with both child welfare and juvenile jusffceThis is also the case in lllinois,
especially in Cook County.

The two jurisdictions of child protection and juvenile justice should notiifamin ignorance of each

other. If a child is dualinvolved, the delinquency court will exercise a greater influence on the

outcome for the child because of the sanctions available. While a child protection judge can
recommend services for a child victi the judge cannot order the youth to comply with services.
Delinquency Court will most likely be the final arbiter relative to what course of action will be
pursued on this youthods behalf. While thke probat.i
court and the caseworker to the judge in child protection court, they should both be encouraged to
provide their perspective and knowledge of this youth to the respective courts. The decisions that

these courts make should be informed by both of these ppecti ves. I n Peytoné
protection failed to execute his gregindmother's backup plan for his graant to become his

back up guardian. Juvenile Justice was not aware of the DCFS policy requiring backup caregiver

plans for elderly relativer foster parents assuming guardianship. Presently, there are no venues for

joint conferences between the Delinquency and Child Protection Courts on a youth who is dually

involved. Although there are joint working committees and an expectation thatipnobfficers and

child welfare workers will coordinate their efforts, the system is fraught with holes. While DCFS

workers should be required to attend all delinquency hearings and probation officers should attend

the youthdés per manfeaweryd tthats timeestigagtbnof c hi
involvement with the delinquency division appeared to be dependent on the characteristic of the
individual workers, rather than an adherence to a policy of coordination. This investigation found that

critical assessments or reports completed by the probation department were routinely not in the child
protection records. The Youth Assessment and Screening Instrument (YASI) and violence risk
assessments can now be shared between Probation and the Depafrthaeenile Justice and should

likewise be shared with Child Protection. If the juvenile is committed to the lllinois Department of

Juvenile Justice, the collaboration would have to be between that department and DCFS. The need

for effective collaboratin is no less crucial than that between child protection, delinquency courts,

and probation.

While a delinquency judge made an effort to actively involve child welfare in one case, there is no
legal framework in lllinois to integrate these hearings. &t@e models in other jurisdictions, such

as the King County, Washingtonés System Integrat
exploring. Idaho also provides a statutory framework for combining the two proceedings when it is
determinedtobeinéh chi | dés best interests.

“Olbid.

! Cusick, G.R., Goerge, R. M., & Bell, K. C. (2009). From corrections tarconity: The juvenile reentry
experience as characterized by multiple systems involvei@bapin Hall at the University of Chicago

“2H. Huang et al. (2012). The journey of duaityolved youth: The description and prediction of rereporting
and recidivém. Children and Youth Services Revigdv254260.
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In lllinois, any juvenile convicted of an offense described in the statute as a forcible felony is
required to be sentenced to a fiwear probation term that can only be terminated at the end of that
term or when the youth reaeh his or her majority. Three of the youth (Isaac, Westley, and Roland)
had juvenile forcible felony convictions for offenses including Aggravated Unlawful Use of a
Weapon, Robbery, and Attempt residential burglary. Consequently, the jurisdiction of the
ddinquency court over this youth and the involvement with the probation department would
continue, in many instances, until guardianship was vacated. With these types oimhohligd
wards, enlisting the assistance of Probation could be the lifelindadoyouth. One youth, the only
female in the cohort, had a forcible felony charge of Aggravated Battery as an adult.-yéés-@ldl

had a serious history of mental illness, substance abuse, violence, atmhmuiance. Her behavior

was a threat to citens and contributed to her death. The criminal court, unlike juvenile court, offers
no lifeline in these precarious situations.

There are cases in whichadudlynvol ved chil dés interests are besH
Neglect Courts and the Junike Justice courts sharing information and working together to address
chronic problems, such as substance abuse. Such c

in allowing more directed and appropriate services to address chronic issues.

Youth in Cohort in Dually-Involved Programing

Three of the youth in this group, Desmond, Isaac, and Peyton, were enrolled in a program designed
specifically to work with duallyinvolved wards, whom are both involved with the child welfare and

juvenile justice syems. The program partners with youth advocate programs to provide the services
necessary to stabilize youth in the community and reduce recidivism. The model adheres to the
principles of Balanced and Restorative Justice addressing competency, devekmnestnmunity

safety in equal measure. The guidelines for the program describe @imaltisional or wrajaround

approach to the needs of the client and their family, including licensing relative foster parents within

90 days. The program recruits andrtsafoster parents for alternative placements when living with
family is not possible. Written into the program

Desmond received services through the dually involved program for almost five years, from the time
he was % to 20. During that time, he did not attend school, did not participate in-aaiented
substance abuse treatment, and violated the conditions of his probation. Foster parents requested his
removal because of frequent unauthorized absences and hiernhrgadnd aggressive behavior
toward the foster parents or their family members. Despite his obstinate refusal to cooperate,
Desmond was provided a monthly stipend of $300. On one occasion, he threatened the caseworker
when she refused to provide his stige The worker subsequently relented and gave him a partial
payment. The effectiveness of his continued involvement in this program was questionable. Desmond
had a Juvenile felony charge of Aggravated Battery and Robbery that was reduced on a plea to
misdeneanor Battery and Theft, with 30 days served in detention, allowing the Delinquency court to
terminate him early rather than fulfill the mandatory fisear probation for a forcible felony.

The specialized foster care model included in the dilaglved program would be best applied to

the younger delinquent population. Desmond needed interventions when he was 10 and failing in
school. The services of the dualhwolved program should include support to relative and traditional
foster parents, guardia and adoptive parents in distressed communities at the first instance of
school failures, juvenile arrests, substance abuse, and serious mental illness before the road to dual
involvement. This early intervention would enhance the prospects for a pagiteome. At present,

DCFS is pursuing a pilot program to provide short term residential stabilization to-chvallyed

youth.
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The pilot document for this program suggests a heavy reliance on the Child and Adolescent Needs

and Strengths Instrumentferv al uati on of the <c¢clientds progress i
level of care. In addition to this evaluation, the youth should also be assessed for risk of violence,

both as victims and perpetrators, and their programs should be individualizitidesathis risk. The

Youth Assessment and Screening Instrument (YASI) and violence assessments can now be shared
between Probation and the Department of Juvenile Justice and should likewise be shared with Child
Protection. Those DCFS or private agencyevaskers servicing this population should be trained on

the use of YASI for a cross agency measurement of progress.

The Cook County Juvenile Probation Department has recently implemented a pilot program,
Violence Intervention Probation. The program tésgeiveniles who have been arrested for gun
related offenses in certain high crime geographical areas. The program involves collaboration
between traditional probation, the Intensive Probation Gang School Safety Team and the Probation
De par t me n writ.sThiscprogram iecludes probation officers from the Gang School Safety
Team monitoring social media activity of the youths in an effort to identify and eliminate any online
gang/violence related activity. The intensive monitoring included in this Inmodg be effectively
applied to duallyinvolved youth. Social media activity often chronicles their activities including
threats, use of drugs, and possession of firearms. It was specifically mentioned in the case notes of
three of these victims. This re@ine information is critical to the safety of youth, their families, and
communities, and should be available either through the Probation Department or directly from
Chicago Police Department to the DCFS personnel, who are working with this population.

The Department should request the assistance of the Cook County Probation Department to train
these specialized caseworkers on the ins and outs of probation, delinquency court and Gang Safety.
Likewise, DCFS should offer a specialized training for pratetistaff on related DCFS policies and
expectations. Without a mutual understanding, real collaboration is unlikely.

The Dually Involved Committee consists of representatives from the judiciary, Juvenile Probation,
and DCFS, and provides the opporturiity work collaboratively on the implementation of pilot
initiatives, such as the Regenerations Residential Pilot, and could recommend other approaches to
work with this difficult population. In November 2015, the Department announced the initiation of
The nscience Community Network (CCN) to serve 50 duiaplved youth in four lllinois
Counties (Cook, Franklin, Jefferson, and Lake). The CCN is a collaborative model, using evidenced
based treatmentd. Progress on this model could be shared with the @minty Dually Involved
Committee.

A highly focused education and employment intervention that includes substance abuse and mental
health services should be implemented for duialylved young adults. The Safer Foundation has

long provided these types skrvices to youth and young adults in this category. The Isaac Ray
Center has been providing mental health services to youth in the Cook County Temporary Juvenile
Detention Center for a number of years. Halfway houses and subftemceansitional livig
programs could be established using the expertise of these two agencies to provide a safe targeted
therapeutic environment for this population with tight collaboration with the Cook County Sheriff's
Office, adult probation, and the adult Redeploy progritanthly stipend would be based on the
young adult's cooperation and performance.

*3 The Inspector General has previously recommended targeted interventions. {Se#1®@3 January 2003,
151G-2 38 5, June 2015 and AANn | nt egrfRdtsekd DAFBr oac hd stoo DMarea
2014).
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Mental Health Service Provider

Individuals diagnosed with mental illness are no more likely than the general population to be
violent. However, the MacArthur Violence Rigissessment Study provided strong evidence that a
mentally ill individual who is also a substance abuser is significantly more likely to commit violence;
at highest risk are those living with thémThe prevalence rate for violence within a year of
dischage from a mental health facility for patients diagnosed with both substance abuse and a mental
health disorder was as high as 4%%.

Maliyah had a history of violent behavior prior to being placed in a transitional living program that
specialized in servipyouth with mental illness. In addition, she abused substances and had a history
of noncompliance with mental illness treatment.

The agency providing services to Maliyah serve mentally ill youth and young adults through age 20;
referrals to the prograrmome from DCFS, lllinois State Board of Education and Juvenile Justice.
The mentally ill transitional living program is almost exclusively for mentally ill DCFS wards. This
agency is most often the service provider for youth with the most serious issugghtboth their
residential and transitional living programs. Yet their model relies on a level of maturity and
cooperation that is unachievable for some of the youth placed there.

Mal i yah came to the agencyds pr aiyph rever ditendee cr edi t
school at the agency despite being at'Adrade level when entering. Agency staff enrolled her in a

school with ten times more students and had an unreasonable expectation that she would use public
transportation. She should haveeb assigned a case aide to anchor her in going to school. In the

absence of her going to school, they did not use credit recovery or an internet based program to finish

school. There have been other cases of youth transferring from small therapeuticsttings and

small schools in rural areas, who fail to achieve and are overwhelmed in the large Chicago public

school setting.

Cook County Criminal Court has a mental health court for property crimes, not for crimes against
persons. Violence precludg®ung adults from being able to use these specialized courts. Cook
County Jail does not want to be the repository for mentally ill individuals who abuse substances. The
Division of Alcoholism and Substance Abuse residential treatment programs designedeo s
Mentally lll Substance Abusers exclude those with a history of violence. The agency servicing
Mal i yah made strong attempts to serve her howeve
stepped up to a more structured residential placement, theaghteat proved unsuccessful for her.

The agency initiated involuntary hospitalizations but inpatient hospitalization service those with
acute mental iliness in need of stabilization. Patients stay an averadedafyS, being released once
stabilized. Aperson can only be involuntarily hospitalized if they have been deemed a danger to
themselves or others.

Eventually Maliyahoés violent behavior |l ed to the
sponsored housing at an SRO hotel; The agencyahaathical obligation to protect other residents

from the dangers she presented. The ethical obligation belongs not only to the agency servicing
Maliyah, but also to the Department.

* Steadman, H.J., Mulvey, E.P., Monaham, J., Robbins, P.C., Appelbaum, P.S., Grisso, T., Roth, L.H., &
Silver, E. (1998). Violence by people discharged from acute psychiatric inpatient facilities and by others in the
same neighborhoodArchives of @neral Psychiatry55, 393401.
45 114;

Ibid
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A partial redacted copy of this report will be shared with: the Pregidlidge of the Cook County
Child Protection Division, the Presiding Judge of the Cook County Juvenile Justice Division, the
Acting Director of the Cook County Juvenile Probation and Court Services, the Superintendent and
Deputy Superintendent of the ChigaPolice Department, the Cook County Sheriff and the lllinois
African-American Family Commission.

RECOMMENDATIONS
Programming and Prevention Services

1. To counter the lure of gangs and guns, the Department must offer programs in severely
economically éadvantaged neighborhoods, such as Englewood, Lawndale and Austin, that
include remedial tutoring and enhanced learning opportunities for youth in care and children who
have achieved permanency through subsidized guardianship or adoption who havearaiding
math scores two grades below level, and to offer the opportunity fesogial recreational
programs with safe passage (transportation) for these children.

Educational Services

2. When a special education youth in a residential program outsideeo€ity of Chicago is
transferring to a therapeutic/specialized, foster/relative home or transitional living program in
Chicago, the Regional educational advisor from the sending community and the receiving
Chicago Regional educational advisor should nreativance of the school transfer to develop a
transitional plan with the receiving school and the receiving agency assuring that the youth
receives timely and appropriate special education services. The youth should be involved in the
planning and afforde the opportunity to visit the receiving school prior to the transfer and the
Department should fund an educational mentor to assist the youth for the first six weeks of the
school transfer. The educational mentor should provide transportation for thexfineeeks and
assist the youth in adjusting.

3. The Department should explore identification of entities that can offer educational credit
recovery programs.

Substance Abuse Recovery

4. The Department should develop a supportive recovery transitiona lprimgram for its young
adults in Cook County who are in their early stages of recovery. The program should offer
individual, group and family counseling, educational and employment services with an
incentivized goal setting in these areas.

5. The Departmenshould utilize The Addicted Minor Act to obtain court ordered treatment for
dually involved youth who are in need of substance abuse treatment in lieu of violating their
delinquency probation.

Dually Involved Youth
6. For effective collaboration Cook CoynRegion DCFS should pursue an agreement with the
Cook County Probation Department to cross train the dually involved specialized caseworkers

and the youthdéds assigned probation officers.
probation, delinqguencgourt and gang safety and the DCFS related policies and expectations.
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10.

11.

12.

13.

The trainings should be conducted biannually and include a discussion component provided by
experienced caseworkers and probation officers on gang involvement and lessons learned.

The Department should request the lllinois Justice Project/Juvenile Justice Leadership Data
Collection and Information Sharing Workgroup and the Dullyolved Committee consider
proposing legislation or rules that would permit sharing of information andioatich between

the Cook County Juvenile Justice Courts and the Cook County Abuse and Neglect Courts in
lllinois, when in the best interests of duailhwolved youth.

The Department should request that Administrative Office of the Illinois Courts (AQIY a
the Department to receive all Delinquency court assessments such as the Youth Assessment and
Screening Instrument (YASI) and Violence Risk Assessment for youth in care of the
Department. For consistency of measurements across agencies the Depadoidradiminister

the YASI on those dually involved youth who end their probation or parole but continue under
t he Departmentds guardianshi p.

The Department should request to participate in the Gang School Safety Team real time
monitoring approach for yah in care with gun/gang/violence activity including related social
media.

The Department must review all Unusual Incident Reports involving a youth in care with a gun
or ammunition to ensure that law enforcement has been notified.

The Department shouldevelop a violence and substance free therapeutic community based
model similar to a halfway house model for youth 18 and over involved with the criminal court
system or dually involved with adult and juvenile courts for crimes against a person. The
progmamming should require that the youth: enter into a nonviolence contract, obtain a minimum
of part time employment, participate in continuing education through the City of Chicago
Community Colleges (technical certification program, GED, or Associate Ageed) or credit
recovery or alternative school programs for youth who can earn a high school diploma. The
therapeutic model should clearly define a #warlence contract with each youth who enter the
program. If the terms of the shelter's Agolence cotract are violated the Department should
immediately inform the Juvenile Court and Adult probation of the violation and the intention of
the Department to request termination of the youth's wardship. Programming should include
Safer Foundation and the IsaRay Center.

The Department should explore collaboration with the Illinois DHS Division of Mental Health,
Di vi sion of Al coholism and Substance Abuse,
a stabilization strategy for DCFS Cook County youngltaduith mental illness and substance
abuse problems who are charged with crimes that exclude them from the criminal mental health
court.

The African American Family Commission should review the findings in this report to develop
recommendations for legjation or other necessary reforms.
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OIG UPDATE

In the spring of 2016 the city of Chicago partnered with the Chicago Department of Public Health to

i mprove

The Child Opportunity Ind x measures community characteris
development focusing on three main domains: educational, health and environmental and social and
economic. All three factors combined provide a measure of opportunity for childrenifivamg of

Chicagods

communi ti es. Data from Healthy Chi

neighborhoods with low child opportunity. (See Map Below). Children living in these communities
are not afforded the opportunities needed for hgatevelopment and are more likely to have low
academic achievement, experience unemployment, live below the poverty level, and become a victim
of assault (homicide) or firearm related death, be exposed to a toxic environment, and become a teen
parent. Inaddition, the foster parents or guardians living in those areas are more likely to live below

the poverty level.

COMMUNITY AREAS

with lowest child opportunity
0 West Englewood

O Austin

O West Garfield Park
@ North Lawndale
@ SouthLawndale
Q@ ArcherHeights
@ Brigthton Park
@ NewCity

Q FullerPark
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Very High
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Low

H Ve low

© Englewood
Q@ Washington Park
O WestPullman
O Riverdale

© SouthDeering
@ EastSide

@ Hegewisch
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In the communities of Austin, Englewood, Garfield and Lawndale the Department has 169
elementary school aged children in foster care48®lementary schoaged children who are living

in adopted or in subsidized guardian homes. Those areaspaesentedasvery low opportunity

areasin the Healthy Chicago 2.0 maym the prior page The children in these communities are at
increasedrisk for low academic success, poverty and violence. Sty percent of the 169
elementary school aged youth in care are placed with relatives provided with monthly subsidies to
assist in their care. Subsidy payments range from-$320 for 25 unlicesed relatives; $398511

for 71 licensed relatives. Thirteen children receive specialized foster care services with increased
services and payment to caregivers. The remaining 60 children are placed in traditional (34) and
specialized placements (26).

Austin located on CHioagwds 7We otf Cihde agamdlss nk7 gh
cri mes. Engl ewood, | ocat e Y outooh theC7ii neigabgrboddsfors out h s
violent crimes. According to data maintained by the Chicagmuiie the Austin neighborhood saw a

10% increase in violent crimes for the similar time period last year.

http://crime.chicagotribune.com/chicago/community/austin

Data Measured Austin Englewood Chicago

Per Capita Income $15, 920 $11,993 $27, 148

Populatlo_n Below the 270 42 2% 18.7%
Poverty Line

Unemployment 21% 21% 11%

The Office of the Inspector General reiterates the importance of intervening early for these
vulnerable school aged youth in care. As Guardian, the Department has a fidespanysibility to
partner with agencies in communities where theseslatchildren live. The African American
Family Commission concurs with this as a responsibility of the Department.
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CHILD DEATH REPORT

Inspector Generadtaff investigate the deathd children whose families were involved in thenois
child welfare system withithe preceding twelve months. Inspector Genstadf receive notificatiorof
the death of a childfom the lllinois State Central Register (8] when the death is repodt¢o SCR"

Inspector Generadlt af f i nvestigate the Departmentdslyinvol ve
when (1) the child was a youth in the cafdDCFS? (2) the family is the subject of an open investigation
or service case at the timetofh e chi |l d6s deat h; or (3) the family

service caselosedwithin the preceding twelve monthé/henever Inspector Genelalvestigators learn
of a child death meeting this criterthe death is investigatéd

Notificat i on of a c¢ hinlindeétigatoy edew!lof rdcards. tinspadioe Geneeal investigators
review the death reports and information avail abl
investigator then obtains additional records includg t h eautopdyiepordsb Records may be
impounded, subpoenaed, or requestdten they ar@eviewed.The majority of cases are investigatory

reviews of records, often including social service, medical, potind school records, in addition to

records generated by the Department or its contracted agencies.

When warranted, Inspector Gendralestigators conduct a full investigation, including interviedvgull
investigation may resuit a report to the Director of DCFS. Individual cases mayrise to a level
necessitating a full investigation, but collectively can indicate systemic patterns tanpsabat require
attention. Inspector Generastaff may address systemic issues through a variety of means, including
cluster reports, initiates, and trainings.

In Fiscal Year 208 Inspector Generaitaff investigated 00 deaths of children who died between July 1,

2015 and June 30, 2016, meeting criteria for rev
involvement is included in thiannual report. During this fiscal year investigatory reviews of records

were conducted in all of the deaths, leading to 10 full investigatiight of those investigations are

pending. Comprehensive summaries of death investigations reported to therbiréey 16, which may

include deaths that occurred in earlier fiscal yeanrs,included in the Investigation section of this annual

report.

Sixty-two of the 100 child deaths investigated by Inspector General staff also underwent a child
protection invetigation of the death. Twentne of the 62 child protection investigations (34%) were
initiated pursuant to a Departmental change in policy executed through an internal memorandum in July

2015, t hat the hotline will dietagdkhes Alolr umnusdf ei nsvliees
protection investigations began in those 21 cases because the child died duringvekbept any
suspicion of abuse or neglect, such as i mpairment

all 21 @ases, the hotline wamtified of the death by a first respondepolice and/or corondr who were

! SCR relies on coroners, hospitals, medical examiners and law enforcement to notify them of child deaths, even
when the deaths are not suspicious for abuse or neglect. Some deaths may not be reported. Astmath stat
analysis of child deaths in Illinois is limited because the total number of children that die in lllinois each year is

unknown. The Cook County Medical Examinerdés policy is
autopsied at the Médc a | Examinerds office.
0On August 23, 2016 Governor Bruce Rauner signed an Ex

stateo or fAward of the Departmentodo used within the chil
% OccasionallySCR will not receive notice of a child death and Inspector General staff learn of it through other

means.

“The Inspector General wi shes to acknowledge alll the ¢
Office for responding to our requests fautopsy reports.
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conducting their own investigation of the infant
suspicion of abuse or neglect, if themcovered any spgion of abuse or neglect during their
investigation they would be obligated to report that suspicion to the hotline. An example of this occurred

in Child No. 1 in the individual summaries: the coroner notified the hotline that -avée&old infant

hadbeen found unresponsive in his crib. The following day, the coroner called the hotline again to report

t hat the infantds autopsy r eveadihgtd a ohid pgrotegtibne i nj
investigation of death by abus€his was the systeithat was in place, worked, amdade best use of

Stater esources prior to the Departmentds change in p

Eighteen of the 21 Aunsafe sleepd death investi g:
were eventually unfounded. The investigatiovere open for a range of two months (59 days) to ten
months before being unfoundd:

3 open for just over two months;
2 open for three months;

3 open for four months;

1 open for five months;

5 open for six months;

1 open for seven months;

1 openfor eight months;

1 open for nine months;

1 open for ten months.

The |l ength of time the investigations were open Vv
2015 I nformational Transmittal: | f | usex presencebad t i n g
domestic violence; and prior child deaths or other safety issues (e.g. a child sleeping in a crib full of
garbage) . . . do not exist, the Child Protection Specialist should quickly unfound and complete the
investigation, exit the famiys | i fe, and allow them to grieve and

Two of the 21 investigations are pending: Child No. 62 and Child No. 100. One has been open for over
nine months and the other for over five months. The sole indicated investiga€hild No. 1, discussed

above, in which coroner called the hotline back within 24 hours to report suspected abuse. The parents
were indicated for death by abuse.

For a complete discussion of the Depiastbinmplenseés p ol
seeThe Department of Children and Family Servicesh?aé
Investigations of SleeRelated DeathsAppendix A

Homicides

An investigation of a two year cohort of DCFS Youth in Care who weremsctf street homicides is
contained in this report. (See pa® In addition to that report Office of the Inspector General Staff did

a 17 year review of the homicides investigated by the office because of prior involvement. (Child Deaths
Ruled Homicide20002016 See Paget5).

® Pursuant to ANCRA (325 ILCS 5/7.12 ) investigations are supposed to be indicated or unfounded within 60 days,
however, in individual cases theepartment may extend the period in which such determination is made for
additional perids of up to 30 days each for good cause shown.
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Summary

Following is a statistical summary of tA€0 childdedhs investigated by Inspector General staff in FY

16, as well as summaries of the individual cases. The first part of the summary presents child deaths by
age and mmaner of death, case status and manner of death, county and manner of deathildand
protection death investigations by result and maniiee second part presents a summary of deaths
classified in five manners: homicide, suicide, undetermined, accidedtpaturaf. Note that the term
coroner is used for both coroners and the Cook County Medical Examiner in the individual summaries.

Key fa Case Status at the time of Inspector Generalestigation:

YouthinCare ............. Deceasedhs a Youth in CareMinors in this category were
previously referred to as Ward.

Unfounded DCP . .......... Family had an unfoundezhild protectioninvestigation within a
year of childbés death
PendingDCP ............. Family was involved in a pendirahild protectiorinvestigation

attimeofch | dés deat h

Indicated DCP .. .......... Family had an indicatechild protectioninvestigation within a
year of c¢childbds death
Child of Youth in Care ... ... Deceased was tbigild of a youth in care, but not in care themselves.

These minors were previously referred to as Child of a Ward.

Open/Closed Intact . . ....... Family had an open intact famibgervicexc as e at t ideeh of chi
/lor within a year of childbés death

Open Placement/Split Custodypeceased, who never went home from hospital, had sibling(s) in
foster care or chilévasin care of parent witkiblingsin foster

care.
ReturnHome . ............ Deceased or sibling(s) was returned home to parent(s) from
foster care within a year of chil dos

Child Welfare Services Referral A request was made for DCFS to provide services, but no abuse
or neglect was alleged

Preventive Services/

Extended Familyéééééé I ntact family services case W
as a result of an indicated child protection investigation.

Former Youth in Careéééé Child was a youth in car
minors wee previously referred to as Former Ward.

®Thecausesamdanners of death are determined by hospitals, m ¢
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TABLE 1: CHILD DEATHS BY AGE AND M ANNER OF DEATH

CHILD AGE HowmiciDE SUICIDE UNDETERMINED ACCIDENT NATURAL TOTAL
@ At birth
< 0to3 2 15 8 12 37
5 4106 2 5 6 1 14
E 7to11 1 1 3 5
S 121024 1 1 1 2 5
2 2 1 3
3 1 1
4 1 1 2
5 -
6 -
7 1 2 3
S 8 :
< 9 1 1
“é 10 1 1 2
o 11 1 1 2
> 12 -
13 1 1
14 1 1 1 1 4
15 1 1 1 3
16 3 1 4
17 2 2 1 5
18 or older 3 2 3 8
18 7 24 21 30 100

TABLE 2: CHILD DEATHS BY CASE STATUS AND M ANNER OF DEATH

REASON FOR OIG INVESTIGATION * ‘ HoOMICIDE = SUICIDE ~ UNDETERMINED  ACCIDENT NATURAL = TOTAL

DCP Pending 3 2 10 3 8 26

Unfounded 4 2 1 8 8 23

Indicated 1 1 3 3 8
Youth in Care 7 2 2 5 17
Former Youth in Care 1
Return Home 1 1
Open Placement/Split Custody 2 1 3
Open Intact 4 2 2 9
Closed Intact 3 2 1 6
Child of a Youth in Care 2 2
Child W elfare Services Referral 1 1 2
Preventive Services/Extended Family 1 1

* When more than one reason existed for the OIG investigation, the death was categorized based
on primary reason.
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TABLE 3: CHILD DEATHS BY COUNTY OF RESIDENCE AND M ANNER OF DEATH

COUNTY ‘HOMICIDE ‘SUICIDE ‘UNDETERMINED AcCCIDENT NATURAL | TOTAL

Adams 1 1
Boone 1 1
Champaign 1 1
Coles 1 1
Cook 12 2 16 3 7 40
DuPage 1 1 1 2 5
Edgar 1 1
Franklin 1 1
Fulton 2 2
Gallatin 1 1
Hancock 1 1
Iroquois 1 1
Jackson 1 1
Kane 1 1 2
Kankakee 1 1 2
Lake 1 1 1 2 5
LaSalle 1 1
Macon 1 1
Madison 2 2 4
McLean 1 1

Montgomery 1 1
Peoria 2 2 4
Rock Island 1 1
St. Clair 1 1 4 1 7
Saline 1
Sangamon 1 1 2
Stevenson 1 1
Tazewell 1 1
White 1 1
Will 1 1
Williamson 1 1 2
Winnebago 1 1 3 5

18 7 24 21 30 100

TABLE 4: CHILD PROTECTION DEATH INVESTIGATIONS BY RESULT AND M ANNER

FINAL FINDING Homicide \ Suicide \ Undetermined Accident Natural Total
Indicated 7 - 6 4 2 19
Unfounded - - 15%+* 12 (il 33
Pending 2 - 3 2 3 10
Total 9 - 24 18 11 62

** Child deaths in which at least one person was indicated or urdddoddeath by abuse or

death by neglect. Note that persons indicated for death will stay on the State Central Register for
50 years.

***One of these deaths was initially but then unfounded when appealed.
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FY 2016 DEATH CLASSIFICATION BY MANNER OF DEATH

HOMICIDE
Eighteendeaths were classified homicide in manner

CAUSE OF DEATH NUMBER

Gunshot wound(s) 8
Injuries due to child abuse* 1
Starvation and dehydration due to neglect 1
Asphyxiation by suffocation and neck compression 1
Asphyxia due to restraint 1
Overdose of morphine, alprazolam and amitriptyline 1
Injuries due to blunt force trauma 3
Multiple injuries 1
Blunt force head trauma 1
I

PERPETRATOR INFORMATI ON:*

PERPETRATOR ‘ NUMBER
Mother 5
Father 4
Unrelated Caretaker 1
Unrelated Adults 2
Unrelated Peer 1
Unknown/Unsolved 6

*Some deaths have more than one perpetrator

SUICIDE
Seven children or young adultged fromsuicide this fiscal year. Five of the youth hung
themselves, one died of a drug overdarseé one died of gunshot wound.

UNDETERMINED
Twentyfour deaths were classified undetermined in manner

CAUSE OF DEATH NUMBER

Undetermined 17
Asphyxia due suffocation by plastic bag 1
Complications of chronic renal disease with malnutrition and 1
unsafe sleep contributory factors

Complications of prematurity with contributing conditions of 1
maternal drug use and submersion in water at delivery

Gunshot wound 1
Pending 2
Sudden unexpected/unexplained death in infancy (SUDI) 1

TOTAL 24
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ACCIDENT
Twentyonedeahs were classified accident in manner.

CAUSE OF DEATH NUMBER
Asphyxia/Suffocation/Overlay/sleep related 15
Carbon Monoxide poisoning due to a house fire 1
Drowning 1
Drug overdose 2
Gunshot Wound 1
Injuries from motor vehicle collision 1
TOTAL 21

NATURAL

CAUSE OF DEATH

Asthma/Respiratory lllness

NUMBER

Bacterial infection

Cardiac amnditions

Congenital abnormalities

Complications from Chronic disease (Cerebral palsy or Muscular
Dystrophy)

N

Complications of prematurity

Pneumonia

Seizures/Epilepsy

SepsigSeptic Shock

Sudden unexpected/unexplained death in infancy (SUDI)

Undetermined

Viral syndrome

RPlW| PN W ®

TOTAL

30

CHILD DEATH REPORT

77



HOMICIDE

Child No.1 DOB 8/15 DOD 9/15 Homicide
Age at death: 5 weeks
Substance exposer No
Cause ofleath: Multiple injuries due to child abuse
Perpetratas: Mother and Father indicated
Reason ForReview Pendi ng child protection invest.i (
protection investigation within g
Action Taken: Investigatory review of records

Narrative Five-weekold infant was found unresponsive in his crib around 4:00pm by he&6
old mother. The 2&earold father did chest compressions for almost an hour and then called ¢
coroner investigatornoi f i ed t he hotline of the infanto
that would have put the infant at risk. He said the parents were being interviewed by police. Thg
took a report for investigation of death by neglect to theninfand substantial risk of physig
i njury/ environment i njurious to headldsbling mhe
foll owing day a coroner investigator <call ed
and the babyad multiple injuries due to child abuse. The pathologist had already spoken to pol
the statebds attorneyds office. DCFS added

mother and father were indicated for death by abuse and fotastisrisk of physical injury. Th
infant had a large skull fracture; blunt trauma of the head with hemorrhages, including s
hemorrhages; multiple rib fractures; pancreas and liver hemorrhages; and retinal hemorrha
pat hol ogi sinuries repgresant, infli¢ted lrazima that occurred on multiple occasions (sef
by time). 06 The mother reported she and the

hurting the infant. The child protection investigator noted that daforcement reported no crimin
charges were filed because of insufficient evidence: neither parent admitted to harming the in

t he mother i s cogni ti-yearbld child & linafgsterdcare Wit the nmatery
grandmother.

PriorHistory I n Jul y 20 1 5yeardidalaughtet hlacear friesd sléep over. The next
after her mother picked her up, the friend
12, 15, and 1§¥earold brothers who also had sleptavér g ht . The friend©s

two reports were generated. The first report for sexual abuse to the friend by the three brot
inadequate supervision to the friend by the mother and paramour. The second report was for s
risk of sexual injury to the daughter by the three brothers. In the first report, the boys were foun
be eligible perpetrators for a child protection investigation because they were not caretaker
friend. Police investigated the incidentasa i mi n a | matter. The par 3
seeing the boys walking back and forth in the hallway by theao | d gi r 1 6 s bed
checked to see what was going on, he saw one of the teens standing over the friend. He tailext
to pick up the brothers. The mother and paramour were indicated for inadequate supervisio
friend in the first report. During the investigation the child protection investigator saw the infant
in a crib in the living room and counedl the mother on safe sleep. The second investigatior
pending at the time of the infantds deat h,
sexual i nj ur yyearold ddughter, mot her 6 s 6
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